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Infantile or juvenile acrodynia is a striking disease syndrome of 
the neuromuscular and mucocutaneous systems which has been recog- 
nized ff Australia for the past forty years but only for the past fifteen 
years in the United States and for the past twelve years in Canada. 
The first cases in England, where it is often called Swift’s disease, 
probably were those reported by Doak.* The first cases in Europe, 
where it is often called Feer’s disease, were reported in 1923 by Feer * 
of Zurich. Selter * stated that he reported eight cases in 1903 before a 
medical society at Cassel, Germany, as cases of “vegetative neurosis” or 
trophodermatoneurosis.”” Haushalter,* in describing a “neurovegetative 
syndrome in infants,” stated that he had seen similar cases since 1911. 
Littlejohn ° said that no cases of this disease had been reported until 
Swift ® of Adelaide, Australia, reported a series of fourteen cases as 
“a new disease” in February, 1914, before the Tenth Australasian 
Medical Congress at Auckland, New Zealand. Swift termed the dis- 
ease “erythroedema,” although he considered the name unsatisfactory 
because of the absence of true clinical pitting of the skin under pres- 
sure. In 1917, Byfield of Iowa City prepared an essay entitled, “A 
Series of Trophoneuroses Probably Due to Infection,” for the meet- 
ing of the Section on Diseases of Children of the American Medical 
\ssociation ; owing to his illness, this paper was not read and was not 
published, although the title was published in the program of the sec- 
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tion.’ It is interesting to observe the similarity of Byfield’s title to the 
name “trophodermatoneurosis” given to the condition by Selter. 

In 1920, at a meeting of the North Coast Pediatric Society in 
Seattle, Bilderback * of Portland, Ore., reported ten cases as “a group 
of cases of unknown etiology and diagnosis” which he had seen since 
1914. He was at this time unaware of the cases of erythredema 
reported by Swift. W. F. Patrick, an associate of Bilderback, sought 
diagnostic aid of John L. Morse of Boston, who, in turn, referred the 
case histories to William Weston of Columbia, S. C., because of the 
latter’s experience with pellagra, which the condition resembled in some 
features. Weston ® reported these cases as cases of “acrodynia”’ before 
the Section on Diseases of Children at the annual meeting of the Ameri- 
can Medical Association in New Orleans, 1920. 

In 1920, Byfield *® again prepared a report on seventeen cases of “a 
polyneuritis syndrome resembling pellagra, acrodynia (?) seen in very 
young children,”’ which was the most descriptive and extensive publica- 
tion on this disease syndrome to appear in medical literature to that 
date. 

In 1921, Wood and Cole" of Melbourne, Australia, collaborated in 
a compiled report of ninety-one cases of what they termed “pink dis- 
ease,” collected by them over a period of thirty years. “Pink disease” 
was a title that had originally been used for this disease by C. P. B. 
Clubbe of Sydney, Australia. Wood and Cole stated that Snowball, 
their predecessor at the Melbourne Children’s Hospital, had seen similar 
cases and had referred to them as “raw beef hands and feet.” 


THE PARISIAN EPIDEMIC OF ACRODYNIA 


An epidemic of a neuromuscular disease that affected fifty thousand 
adults occurred in Paris and its environs from 1827 to 1831 and was 
referred to as “epidemic erythema,” a term coined by Alibert. This 


“Epidémie de Paris” was fully described by Chomel ** and Genest ** in 
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1828, and in 1831 Chardon * applied to this epidemic disease the name 
“acrodynia,”’ a combination of two Greek words, meaning “painful 
extremities,” by which it has since been known. The symptoms mani- 
fested in the Paris epidemic were edema and painful tingling sensations 
in the hands and feet, paralysis, edema of the face, eyelids and scalp, 
photophobia, a papular eruption of the skin, which was often asso- 
ciated with melanoderma, and severe, recurrent colic and diarrhea. 
The condition affected each patient for about four weeks. No cause 
for the epidemic was discovered, which was before the time of a single 
known cause of any disease. Karl Petrén’® of Lund, Sweden, after 
investigating cases of occupational arsenical intoxication in Sweden, 
attributed the Paris epidemic of 1827 to arsenic contained in wine, 
since arsenic had been used on the grape vines as a parasiticide. That 
arsenic was the cause of the Paris epidemic is a very probable surmise. 
The edema, neuralgia, paralysis, colic and melanosis are features of 
arsenical intoxication, although this cause was not suspected at that time. 
In England, in 1900, an epidemic of similar symptomatology occurred 
among drinkers of beer containing arsenic, which was found in the 


















dextrose used in making the beer. 

Weston recognized the similarity of the symptoms of Bilderback’s 
cases in infants and young children to those of the Paris epidemic and 
unfortunately applied Chardon’s term “acrodynia” to them. Whether 
the juvenile acrodynia of today is, or is not, the same as the adult 
acrodynia of the Paris epidemic is only conjectural. There is a close 
resemblance of symptoms, but the differences are sufficient for one to 
consider them as two distinct processes. If one considers the Paris 











epidemic as not due to arsenical intoxication and as of the same nature 
as juvenile acrodynia, the variation in symptoms may be due to the 
difference in the age ratio of those affected. Juvenile acrodynia does 
not occur epidemically, though many cases may develop im a certain 
region, and there is sufficient evidence for one to conclude that it is a 
distinct disease having no relation to the epidemic acrodynia from 







arsenical poisoning that occurred in Paris. 











ON ETIOLOGY 





THEORIES 





There are three principal theories as to the causation of acrodynia: 
(1) the theory that the condition is an infectious one, which is sup- 
ported by the majority of investigators; (2) the theory that it is an 


avitaminosis, and (3) the theory that it results from dysfunction of 
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the vegetative nervous system. The majority of cases exhibit a catarrhal 
infection of the upper respiratory tract—rhinitis, nasopharyngitis and 
bronchitis—preceding the onset of symptoms and continuing through- 
out most of the period of the disease. If infectious in origin, it may be 
caused by an unknown organism, or by one of the type of the influenza 
bacillus with a predilection for nervous tissue, or by some neurotropic 
virus similar to the virus of epidemic encephalitis. Byfield considered 
many cases as postinfluenzal, and it is interesting to note the frequency of 
juvenile acrodynia after the pandemic of influenza in 1918 and the occur- 
rence of the Parisian epidemic of acrodynia in 1828 just one year after 
the pandemic of influenza in 1827. Many consider the nasopharynx 
as the site of inoculation, the infection gaining access to the nervous 
system directly from this area and involving the axonal neurons and 
the vegetative nervous system. Littlejohn ® believed it to be an infec- 
tious disease of the nervous system, analogous to infantile paralysis and 
epidemic encephalitis, involving the motor centers in the medulla and 
cord, and resulting from an infection in the nasopharynx. Rodda" 
reported that the removal of the tonsils and adenoids early in the dis- 
ease was followed by rapid recovery, but this has not been the experi- 
ence of others. Vipond "* considered it to be a disease of the sensory 
nervous system, the agonizing pain in the arms and legs inducing an 
abnormal mental state of irritability and restlessness. He succeeded in 
isolating a gram-positive diplococcus from inguinal lymph nodes that 
he considered to be of etiologic significance, and he considered a vac- 
cine of the organism as curative. Paterson and Greenfield '* considered 
the condition a polyneuritis from the toxemia of a specific infection. 
Selter * considered it an infection of the vegetative nervous system and 
preferred the cumbersome term “trophodermatoneurosis” to designate 
the process. The irregular elevations of temperature, leukocytesis and 
disturbances of the upper respiratory tract support the infection theory, 
though there is little pathologic evidence. 

The theory of food deficiency, or avitaminosis, is supported by sev- 
eral recent observers. It is known that deficiency in fat-soluble vitamin 
A and water-soluble vitamin B, produces (in swine, rats, fowl, etc.) 
marked symptoms of incoordination, with degenerative changes in the 
optic, sciatic and femoral nerves, parts of the spinal cord and the optic 
thalamus. Hughes, Lienhardt and Aubel *® found that a lack of vitamin 
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A induced abnormal keratinization of epithelium and lowered its 
resistance to infection. Findlay *° stated that a substance known as 
“bios” is necessary to the growth of yeast, which is known to contain 
antineuritic vitamins and is a factor tending to prevent acrodynia. 
Multiple vitamin deficiency, especially as concerns vitamins A, B, and 
G, may induce degenerative changes in nervous and mucocutaneous tis- 
sues, promote necrosis and lower resistance to secondary infection. 
Vitamin deficiency or starvation may result from lack of food contain- 
ing the necessary vitamins or from failure of the intestinal tract to 
absorb certain vitamins. Findlay and Stern ** induced a condition in 
young rats clinically resembling acrodynia and showing pathologic 
changes in the peripheral nerves and a cellular infiltration of the cord 
similar to those found in acrodynia with a diet containing all the known 
vitamins but in which egg white was the only source of protein. They 
brought about healing of the process by adding dried yeast or raw 
liver to the diet. This experiment suggests that the disease is due to a 
dietary deficiency but not to a lack of one of the known vitamins. 
There is no seasonal incidence with acrodynia, and the majority of 
persons with this condition have been previously well fed and well 
cared for, a fact that militates against avitaminosis or food deficiency 
as a cause. On the other hand, the free use of fruit juices, yeast, cod 
liver oil and nourishing food is beneficial and seemingly brings about 
recovery in many cases. Feeding is the most important factor in treat- 
ment, as the patients not receiving sufficient food do poorly, death 
undoubtedly resulting from inanition and starvation in some cases. 
Weston,’ while considering acrodynia in infants as probably the same 
disease that affected adults in the Parisian epidemic, a neuritis following 
respiratory or focal infection, thought that it might be due to food 
deficiency. Wood ** and others considered acrodynia as pellagra of 
infants. Avitaminosis with consequent lowering of resistance to infec- 



























tion may play a dual role in its etiology. 





Feer ** considered it a functional disorder of the vegetative nervous 
system, the vasomotor disturbance producing dermographia, severe 
sweating, coldness of the hands and feet, trophic changes manifested 
by indolent ulcers and gangrene of the skin and buccal mucosa, and 
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falling of the hair, nails and teeth. Francioni ** suggested that acrodynia 
is due to an encephalic lesion localized in the diencephalon and the 
mesencephalon. 

Some suspect an intoxication of undetermined origin, either organic 
or inorganic, inducing degenerative changes in the sensorimotor and 
vegetative nervous systems. Borax poisoning has been reported as 
producing symptoms similar to acrodynia (Birch **). Arsenic intoxi- 
cation has been mentioned in connection with the epidemic type. The 
theory of endocrine insufficiency is unfounded, though a few investiga- 
tors have incriminated the suprarenal glands. The allergic theory 
that the condition results from a sensitization to a food, e. g., buckwheat, 
has little support. 

SYMPTOMATOLOGY 


The disease affects infants as young as 2 months of age and chil- 
dren up to 6 years of age. It may affect older children, and sporadic 
cases in adults have been reported by White ** and others. Usually, 
previous to the onset of symptoms, the children have been normal and 
in good health, well cared for and well fed. The onset is manifested 
by a marked change in the child’s disposition and character ; it resents 
disturbance or handling of any kind, becomes fretful and irritable and 
at times viciously strikes or scratches to an almost maniacal degree any 
one disturbing it. Periods of increased irritability and excitability are 
followed by apathy and stupor. Partial or complete anorexia often 
makes feeding difficult, and it may be necessary to resort to forced 
feeding by gavage when food is continually refused. 

When the child is carried, it clings tenaciously to its mother, bury- 
ing its face in her bosom to shut out the light and resenting any dis- 
turbance by crying irritably. It lies in bed curled on its side like a kitten, 
with the knees drawn up to the chest, its face buried in the pillow 
and the eyes tightly closed to shut out the light because of the photo- 
phobia that is usually present in varying degrees. The child may lie 
on its back with its thighs and knees fully flexed but abducted in an 
almost horizontal plane like those of a frog. Often the child sits in 
bed with the body fully flexed on the pelvis with the face between the 
knees or feet, or may rest on the elbows and knees with the face buried 
in the pillow. When standing on the floor, the child bends the head 
forward and laterally to the shoulder, the eyelids are tightly closed, 
and the arms are held flexed over the face to shut out the light, a 
pathetic picture of abject misery. 
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An exhausting nervous wakefulness is often seen in which the child 
is unable to sleep day or night, drowsing for short periods from sheer 
exhaustion; later there are prolonged periods of drowsiness or sleep. 
A progressive muscular weakness ensues, so that the child is unable to 


stand, sit up, or even hold the head up, owing to weakness of the muscles 
of the legs, back and neck. The entire musculature of the trunk and 
extremities becomes toneless, weak, soft, flabby and wasted. 

The entire skin surface feels cold, clammy, sweaty and inelastic, 
and there is a distinct loss of its general tone. Marked and continuous 
sweating saturates the clothes and bed linen, necessitating frequent 
changes of these articles. A generalized or sparse miliary rash of small, 
rounded, bright pink or dusky red papules located at the mouths of 
sweat ducts results from the irritation of prolonged sweating. This 
miliary eruption, from which Clubbe originated the name “pink disease,” 
usually appears a week or ten days after the onset of symptoms; it may 
be absent or of short duration, or it may appear and disappear many times 
during the course of the disease or persist for an indefinite period. The 
skin between the papules may be somewhat congested, causing the 
eruption to be sometimes mistaken for scarlet fever. Later the papules 
may enlarge to a diameter of 2 or 3 mm., become flattened and develop 
a dry or greasy, yellowish-gray, caplike scale. The eruption is more 
marked on the trunk than on the extremities and may appear over the 
forehead and on the neck along the margin of the scalp. 

In some cases, patchy areas of erythema develop over the sides of 
the neck, the outer surfaces of the arms and the hips, buttocks and 
thighs, which often become eczematous from secondary infection and 
continued scratching and rubbing. Impetigo is a frequent complica- 
tion, occurring especially over and behind the ears, over the eyebrows, 
on the sides of the nose and mouth and in the flexures of the elbows, 
groins and knees. Furuncles, abscesses and paronychias are not infre- 
quent. Superficial irregular areas of ulceration and even of gangrene 
are occasionally encountered in areas of skin accessible to the child’s 
hands, as on the shoulders, arms, hips, buttocks, palms and soles, and are 
due to self-induced traumatism of a pruritic hypotonic or neuropathic 
skin and are therefore of the nature of traumatic trophoneuroses. 
sullae may develop at traumatized sites, are trophic in origin and fre- 
quently become ulcerative or gangrenous. 

Evidently there is painful itching or stinging of the skin, which 
induces the continual rubbing and scratching. Dermographia is often 
noted. Hyperesthesia is frequent and may cause the child to resent 
heing touched; even the ordinary movements in bed appear to cause 
discomfort. Certainly, paresthesias, such as stinging, burning and 
tingling sensations, occur over the entire cutaneous surface, especially 
of the hands and feet, genitals, anus, ears and nose, though the loca- 
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tions vary in different cases. Occasionally, gentle rubbing of the hands, 
feet or anogenital region is comforting to the child. Dermatothlasia, a 
compulsion rubbing of the skin, is performed by the hands or feet cr 
by rubbing against inert objects, often resulting in irregular oblong or 
linear excoriations. A frequent and characteristic sign of acrodynia 
is the continuous rubbing together of the hands and feet. The patients 
will place the fingers of one hand between the fingers of the other hand 
and rub them violently together and as violently pull them apart only 
to repeat and repeat the performance. Sometimes when the palms alone 
are congested, they will forcibly rub them together in a slow twisting, 
wringing or “washing” fashion. The soles are rubbed together directly or 














Fig. 1 (case 2).—The fingers and hands show dusky redness, swelling and 
desquamation. 


the inner sides of the feet are rubbed one against the other. They may 
spend hours rubbing the hands and feet together or against the bed 
clothing unless restrained. Continual rubbing of the anus and genitals 
either with the hands or between firmly crossed thighs, scissor fashion, 
is often noted, probably because of the painful sensory impulses or 
paresthesias at these sites. Masturbation, so often seemingly indulged 


in, is probably done to relieve or to counteract the stinging pain in the 
genitals. 


The hands and feet are usually enlarged and swollen and constitute 
a pathognomonic feature. Soon after the onset of symptoms, they 
become red, at first a bright red and later a dusky or purplish red, 
especially the palms and soles. The dusky erythema shows a gradual 
fading near the wrist, differing from the abrupt marginal termination 
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seen in pellagra. The fingers lose their normal tapering and become 
swollen, oblong and sausage-shaped ; their lateral surfaces become par- 
allel and the tips squared. The swelling of the fingers and hands 
prevents flexion of the fingers and their fiexion on the palm, and is 
aggravated by the continual squeezing and rubbing together. The epi- 
dermis becomes sodden and macerated and is irregularly exfoliated. 
Cracks, fissures and erosions develop on the dorsal and palmar surfaces, 
and eventually they become red and raw, a feature that led Snowball 
of Melbourne to apply the term “raw beef hands and feet” to this dis- 
ease. To the touch the hands feel cold and clammy, and they often 
perspire freely. The patients often rub them against their eyes, ears 
or genitals or against the bed clothing. Some children show an almost 
maniacal desire to thrust the fingers into the mouth (sometimes into 
the anus), and sometimes they actually chew them. The edema of the 
hands and feet does not pit under pressure, probably because of the 
increase of fibrin in the lymph spaces as Weidman ** suggests, pro- 
hibiting its mechanical displacement as in true clinical edema. 

The eyes usually show marked sensitiveness to light, photophobia, 
which may appear early in the disease and last several months with 
periods of regression; in some cases photophobia may not develop at 
any time during the course of the disease. The eyes often appear 
lusterless and dull, and a watery discharge develops that induces red- 
ness and congestion of the margins of the eyelids and mild conjunctivitis. 
Neurokeratitis and optic atrophy have been reported by Zahorsky. 

The auricles may be congested and pink, and some children con- 
tinually rub or pull them with their red, swollen fingers in irritable 
nervousness. Suppurative otitis media may occur, probably secondary 
to nasopharyngitis. There may be marked congestion of the cheeks. 

The nose has shown septal ulceration and necrosis in a few cases. 
There is usually a thin, watery or mucoid discharge. The tip of the 
nose may be pink from congestion, and crusts often form in the anterior 
nares. 

The hair of the scalp or of the eyebrows is often pulled out from a 
compulsion habit, trichotillomania, producing large and _ irregular 
depilated areas. Spontaneous partial or total alopecia occurs in some 
cases from obscure vasoneurotic disturbances. 

The nails often assume a dusky purplish color and may be shed 
spontaneously. Occasionally an older child bites off almost the entire 
finger nail, onychophagy, or pries and tears a nail off with the other 


27. Weidmar, F. D., in discussion on Butler, J.: Erythredema: Pink Disease. 
So-Called Acrodynia in Infants and Young Children, Arch. Dermat. & Syph. 11: 
166 (Feb.) 1925. 
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The mouth frequently shows marked drooling of saliva. The tongue 
is often deep beefy red and may be slightly swollen and fissured, Some 
children actually chew the tongue. The gums are often swollen and 
congested ; soft necrotic areas may develop, from which the teeth fall 
spontaneously or are loosened and easily extracted. Sometimes the 
teeth come out or are loosened and pulled out by the child, without 
gingival necrosis. It is well to watch for loose teeth, so that they may 
he extracted before they are swallowed, as a tooth passing into the 
bronchus may induce pneumonia. The buccal mucosa is often red and 
swollen, and some children develop the vicious habit of chewing the 
inner surface of the cheek, producing inflamed, necrotic and ulcerated 
lesions. Necrotic stomatitis is not infrequent. 

The anus may show extensive ulceration from traumatic rubbing 
of this region. Proctitis occurs in some cases. The stools are soft and 
often foul smelling. Prolapse of the rectum from hypotonia of the 


musculature is not infrequent. 


GENERAL CONSTITUTIONAL SYMPTOMS 
Tachycardia, from 120 to 160 beats per minute, occurs in the 
majority of cases, but the heart musculature and sounds are normal. 
The systolic blood pressure is often elevated to 130 or 140 mm. of 
mercury. There is usually mild bronchitis with increased secretion, but 
cough is often absent possibly owing, as Zahorsky believed, to an insen- 
sitive state of the bronchial mucosa. Lobar pneumonia or broncho- 
pneumonia is a frequent complication, which may prove fatal. Anorexia 
is a frequent symptom, and is most troublesome because of the resultant 
inanition and wasting. Every attempt must be made to overcome it, 
as the prognosis greatly depends on feeding. Thirst may be a marked 
feature. Constipation is common and is probably due to a diminished 
autonomic reflex mechanism. Dysuria, often acutely painful, is fre- 
quent and is due to a neurogenic functional disturbance. Cystitis and 
pyelitis from ascending infection complicate some cases. 
The temperature varies from normal to 100 F., and in the presence 
of complications may be higher. The pulse, as noted, averages from 120 
to 160 beats per minute. Respirations are normal, except when pul- 
monary complications occur. 


LABORATORY FINDINGS 


Examination of the blood usually shows marked leukocytosis, from 
10,000 to 40,000, with corresponding variation in the differential count, 
although infants usually show a lymphocyte count equal or in excess 
of the polymorphonuclear count. Perlman ** encountered leukopenia 


28. Perlman, H. H.: Report of a Case of Acrodynia with Complete Recovery, 
M. J. & Rec. 130:370 (Oct. 2) 1929. 
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in his case. The erythrocytes may be normal or slightly diminished in 
number, but a few cases of polycythemia, from 5,500,000 to 6,000,000 
erythrocytes, have been reported. They are usually normal in appear- 


ance. ‘The hemoglobin content is usually normal or slightly decreased. 
Blood platelet counts and coagulation time are normal, although the 
latter has been increased in a few cases. The chemical composition of 
the blood in Field's *’ cases and in some of the cases in this report was 
normal. Blood cultures are sterile. 

The urine is usually negative for albumin and sugar; cultures are 
negative. In cases complicated with cystitis or pyelitis, the urine shows 
the presence of leukocytes. 

Blackfan found a slightly increased cell count and globulin in the 
spinal fluid. Byfield found normal gastric analyses. 


Metabolic stuc’es by Brown, Courtney and MacLachlan “° showed 
a negative or lowered nitrogen balance in one case and a lowered base 
balance in another, from which they concluded that the disease pro- 
cess is not caused by a food deficiency. 


‘t isolated a hemolytic streptococcus from an abscess 


Van der Bogert 
in the neck. Bliss ** and others cultivated streptococci, staphylococci 
and influenza bacilli from the nasopharynx. Weber cultivated a diph- 
theroid bacillus from the nasal discharge, which was also encountered 


in several of the cases reported here. 


NEUROLOGIC CONSIDERATIONS 


The photophobia is probably due to neuroretinitis, associated in 
some cases with optic neuritis, which makes light rays exceedingly 
painful to the retina. Mild photophobia may be due to simple con- 
junctivitis and neurokeratitis. It may be absent in some cases. The 
superficial and deep reflexes may be exaggerated in the earlier stages 
of the disease, but are diminished later and are often abolished. Sensory 
changes vary; most patients suffer excruciating burning and stinging 
paresthesias, hyperesthesias or hyperalgesias, from irritation along the 
peripheral sensory neuron, but as degenerations become established 
many areas may become hypesthetic or analgesic. Children old enough 
to voice their sensation complain of burning pain in their hands, feet 
and genitals. Vasoneurotic disturbances are manifested by marked 
hyperhidrosis, a cold, clammy, toneless character of the entire cutaneous 
surface, marked congestion or erythrocyanosis of distal areas, such as 


29. Field, M. C.: Erythroedema, Arch. Pediat. 34:116, 1917. 

30. Brown, A.; Courtney, A. M., and MacLachlan, I. F.: Clinical and 
Metabolic Study of Acrodynia, Arch. Pediat. 38:609, 1921. 
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32. Bliss, F. L.: Acrodynia, Arch. Pediat. 40:707 Oct.) 1923. 
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the hands, feet, genitals, cheeks, tip of the nose, and ears, and an occa- 
sional patchy erythema of the glabrous skin. Peripheral capillary hypo- 
tonia results in dermographia in some cases. The distinct lowering of 
the normal tone of the skin promotes trophic ulceration or erosion from 
traumas (dermatotrophic changes), and extreme local capillary hypo- 
tonia often causes these eroded areas to become gangrenous. The 
spontaneous falling of the hair, teeth and nails is the result of vaso- 
neurotrophic changes. Signs of incoordination may be exhibited. 
Pathologic changes in the peripheral and central nervous systems 
have been reported by several authors. Byfeld'’ found evidence of 
sensory polyneuritis or radiculitis, with some edema of the posterior 
roots, involvement of an occasional anterior horn cell and gliosis about 
the central canal, which he considered probably of postinfluenzal origin. 
Paterson and Greenfield '* found destruction of the myelin in some of 
the fibers of the peripheral nerves, more marked peripherally, with 
partial and complete demyelinization of the fine nerve bundles in the 
calf muscles, originating probably from multiplication of the nuclei of 
the sarcolemma, a feature often found in muscle degeneration from 
nerve lesions. They found also an infiltration of the nerve roots by 
cells derived from the nucleated sheath of Schwann and a diffuse 
increase of small cells, probably of glial origin, in the gray matter of 
the spinal cord, especially in its lumbosacral enlargement. The cells of 
the anterior horn showed chromatolysis, with the nuclei placed eccen- 
trically, and large vacuoles within the cytoplasm, a feature due probably 
to degeneration of the peripheral portion of the axon. W vlhie and 
Stern,** reporting the pathologic observations in seven cases, found that 
in four there were degenerative changes in peripheral nerves; in five, 
there was chromatolysis of the central type, especially in the anterior 
horn cells of the lumbrosacral region of the cord; 1n all cases, there was a 
diffuse infiltration of the lower part of the cord by small cells as first 
described by Paterson and Greenfield. Kernohan and Kennedy ** found 
no evidence of acute or chronic inflammatory processes in the peripheral 
nerves or in the spinal cord or its roots, but they found evidence of 


degenerative processes in the peripheral nerves of the extremities, with 


varying degrees of fragmentation of the myelin sheaths in different 


places, especially in the sciatic and femoral nerves, and extreme degen- 
eration in some of the dorsal root ganglions, changes which they 
attributed to axonal degeneration rather than to primary chromatolysis. 


The gasserian ganglion showed chromatolysis of many nerve cells. 
Ss s ° © 


33. Wyllie, W. G., and Stern, R. O Pink Disease: Its Morbid Anatomy, 
with a Note on Treatment, Arch. Dis. Childhood 6:137 (June) 1931 

34. Kernohan, J. W., and Kennedy, R. L. J \crodynia (So-Called), Am. J 
Dis. Child. 36:341 ( Aug.) 1928. 
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Chromatolysis of the cells has also been found in the basal nuclei, the 
lenticular nuclei and the anterior nucleus of the thalamus. [Paterson 
and Greenfield discarded their original name “dermatopolyneuritis” for 
“erythroedema polyneuritis.” 

Warthin *° found meningeal irritation and edema, but no evidence 
of peripheral neuritis, in two patients with a hypoplastic lymphatic 
constitution. 

CUTANEOUS HISTOPATHOLOGY 

Microscopic examination of the skin from the hand shows marked 
hyperkeratosis. The granular cell layer is closely packed, but shows 
no increase in the number of the cells. There is slight acanthosis, 
without evidence of parakeratosis. The interpapillary processes are 
lengthened and slightly widened. No intercellular edema is found, but 
the epidermal cells may show a moderate intracellular edema. The 
papillary portion of the corium shows a moderate mononuclear round 
cell infiltration, which extends also into the reticular portion and is 
found especially along the blood vessels and about some of the sweat 
glands. The sweat glands are increased in number and show moderate 
or marked hypertrophy. Butler ** found marked hyperkeratosis but no 
acanthosis, marked parakeratosis and intercellular and intracellular 
edema. Michelson ** did not find parakeratosis ; he noted a ballooning 
of the granular cells. Weber ** found the corium “permeated with 
lymphocytes, plasma cells and fibroblasts” and noted the absence of 
giant cells and tubercle bacilli. Weidman ** found an increase in 
fibrin, which, he thinks, blocks the lymphatic vessels and prevents the 
mechanical displacement of lymph. The marked hyperkeratosis prob- 


ably also tends to prevent pitting of the skin under pressure. 


DURATION AND PROGNOSIS 

Juvenile acrodynia affects infants and young children from 2 months 
to 2 years of age and occasionally older children and adults. The ages 
of the majority of children affected are between 1 and 2 years. Both 
males and females are affected equally. Though all the cases reported 
here occurred in white children, I have seen a few suspected cases in 
colored infants. The disease lasts from six weeks to one year. 
Relapses after a few weeks or months of recovery are not infrequent. 
The mortality is about from 5 to 10 per cent. Because sudden and 


unexpected death occurs the prognosis must always be guarded. The 


35. Warthin, A. S.: So-Called Acrodynia or Erythredema (Swift's Disease), 
Arch. Path. 1:64 (Jan.) 1926. 

36. Butler, J.: Erythredema, Arch. Dermat. & Syph. 11:166 (Feb.) 1925. 

37. Michelson, H. D., in discussion on Butler (footnote 27). 

38. Weber, F. P.: A Condition Somewhat Resembling Lupus Pernio in a Child 


(Diagnosis Changed to Acrodynia Later), Brit. J. Dermat. 33:228 (June) 1921. 
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victims are very susceptible to pneumonia, which often terminates fatally 
In this series of cases, the mortality was 36 per cent and was chiefly 
due to pneumonia. 
TREATMENT 

The treatment is difficult as there is no specific medication, and 
symptomatic remedies are of little avail. Sedative drugs are of no 
value, as they have no effect on the irritability and pain. Feeding is 
of major importance, since those receiving regular nourishing food 
usually do well, while those lacking or refusing food do poorly. Gavage 
must be resorted to if necessary. Foods rich in vitamins A and B are 
indicated, and abundant orange and tomato juice, yeast and cod liver 
oil are evidently very helpful. Wyllie and Stern ** advocated a diet of 
liver, which, they conclude, contains a definite curative factor. Feer 
advocated from 5 to 10 drops of 1: 1,000 solution of atropine sulphate 
four times daily. Irradiation with ultraviolet rays is of no value. If 


there is any support for the theory that the eruption is of the nature 


of actinodermatitis and is due to a photosensitive state, ultraviolet irradi- 
ation is contraindicated. Swift considered artificial sunlight once every 
three days for nine treatments as beneficial. 

Cold applications to the skin give the most relief. Calamine lotion 
made up in camphor water is soothing to the general cutaneous surface. 
Cold wet dressings of 1 per cent boric acid solution, physiologic solu- 
tion of sodium chloride, Ringer’s solution or very dilute solution of 
aluminum acetate to the extremities and genitalia are comforting. Daily 
applications of olive oil or of cold cream tend to keep the skin soft and to 
prevent dryness. Powdered corn starch or camphorated talcum powder 
is soothing. It is often necessary to employ restraining measures to 


control the restlessness and to prohibit self-mutilation. 


COMMENT 
Juvenile acrodynia is a definite clinical entity, which is either increas- 
ing or being recognized more frequently. The original epidemic in 
Paris, to which Chardon applied the name “‘acrodynia,” was probably 
due to arsenical intoxication and is not to be confused with the juvenile 


‘ 


acrodynia of today. The term “acrodynia” may as well be retained, 
because an epidemic of arsenical intoxication would not now be termed 
acrodynia. The word “acrodynia” is more descriptive than the word 
“erythroedema,” since true edema is not present, although the same 
feature is lacking in myxedema, the name of which is universally 
accepted. The name “pink disease” is applicable because of the distinct 
redness of the cheeks, ears, tip of the nose, fingers, hands, feet and 


miliary eruption and is as descriptive as the name “scarlet fever” is for 


that particular exanthem. 
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REPORT OF CASES 

Case 1.—This was a case of moderate acrodynia of three months’ duration, 
with recovery. 

E. P., a white girl, aged 3, was admitted to the Children’s Hospital in 
September, 1927. She had complained of swelling and burning pain in her hands 
and feet and had been able to walk only with difficulty for eight weeks previous 
to her admission. She was pale, listless and irritable and cried readily. Her hands 
and feet were swollen, bluish red, cold and itchy, and the skin over them was 
desquamated. <A profuse, bright red, itching, miliary eruption had been present 
over the trunk and extremities for three weeks. Photophobia was absent; the 
conjunctivae were clear, and there was a slight watery discharge. There was a 
slight mucoid discharge from the nostrils. The pharynx was reddened. Six 
months before admission, she had had pneumonia, pertussis and measles. She 
slept poorly and while sleeping frequently gnashed her teeth. Her appetite was 
fair. The heart and lungs were normal. A large abscess developed over the left 
buttock and another over the left lumbar region, which were opened and drained; 


cultures of the pus showed Staphylococcus aureus. The basal metabolism was 
plus 75 per cent (?). The temperature averaged from 99 to 100 F.; the pulse rate 
varied from 120 to 140, and the respirations averaged 23 per minute. A culture 


from the nasal discharge showed bipolar organisms. The Schick and the Dick test, 
the reaction to tuberculin and the Wassermann reaction of the blood were negative. 
The erythrocyte count was 4,010,000; the hemoglobin content was 70 per cent; the 
leukocyte count was 20,050; the polymorphonuclears were 80 per cent ; the lympho- 
cytes, 18 per cent, and the mononuclears, 2 per cent. The child recovered after 
an illness of three months and after having been in the hospital five weeks. 

Case 2.—This was a case of marked acrodynia, with perianal and other areas 
of cutaneous gangrene. It terminated fatally. 

H. W., a white boy, aged 6, was admitted to the Children’s Hospital in March, 
1929. The father had died of pulmonary tuberculosis four years previously after 
four years’ illness with severe coughing; a twin sister of the patient had died at 
the age of 14 months from a “growth” under the left arm. Six other children 
were living and well. The family dwelt in poor circumstances on a farm, though 
the mother gave the children good care and nourishing food. The child’s illness 
began eleven months previous to admission, following measles and pertussis. The 
onset was characterized by loss of appetite, sleeplessness, irritability and generalized 
itching of the skin, with an eruption of small vesicles over the trunk and 
extremities. At the time of admission to the hospital, there was moderate photo- 
phobia, with marked and continuous sweating, which was associated with a peculiar, 
unpleasant odor, and which saturated the clothing and bed linen. The hands and 
feet were markedly swollen, red and moist; the fingers were dusky pink and 
swollen to sausage shape, and the epidermis on the flexure surfaces was exfoliated, 
exposing a granular, red corium. The child continually rubbed and squeezed the 
hands together. In the palms small erosions were present. On the outer plantar 
surface of the right foot there was a linear ulceration 4 inches (10.16 cm.) long, 
the result of violent rubbing of this area against the nail of the left first toe. The 
penis was swollen, red and tender and was continually rubbed and handled. The 
scrotum showed small ulcerations on its under surface. There was a rectal 
prolapse of 2% inches (3.77 cm.), which the little patient continually attempted 
to reduce with his fingers, and which was associated with a marked traumatic 
ulceration in the perianal area. There were elongated ulcerations across the 
scapular areas, which he created by reaching around the body with his arms and 
digging with his finger-nails. The entire skin surface felt cold, clammy and tone- 
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less, and a persistent generalized but discrete miliary rash was present. He usually 
lay on his side with his knees drawn up to his chest and his face buried in th 
The musculature was flabby and toneless, and the reflexes were markedly 
diminished. There was a pinkish, wet, sodden exfoliation of the epidermis under 
the chin. The teeth showed some deformity and caries. The tongue showed 
indurations, as though ulcers had been present that had healed. The pharynx and 
There was a continual slightly purulent nasal discharge. 


pillow. 


tonsils were injected. 
Cultures from the ulcers of the skin of the upper part of the back showed 
diphtheria bacilli but no spores of Monilia. Twenty thousand units of diphtheria 


Fig. 2 (case 2).—The hand shows swelling, marked exfoliation of the epidermis 


with fissures and erosions in the flexures and palms. 


antitoxin was administered. The stools showed a great number of hyaline pseudo- 
podia and tropozoites. The urine showed a moderate amount of albumin, many 
casts and a few leukocytes. The Wassermann reaction of the blood was 
Examination of the blood revealed: sugar, 104.1 mg. per hundred cubic 


mg.; creatinine, 1.4 mg., and sodium 


hyaline 
negative. 
centimeters; nonprotein nitrogen, 37.7 
The erythrocyte count was 3,310,000, associated with marked 
the leukocyte count was 


chloride, 592 mg. 
achromia; the hemoglobin content was 50 per cent; 
30,000, with polymorphonuclears constituting 75 per cent, lymphocytes 19 per cent 
The optic disk was a little 


mononuclears 1 per cent and eosinophils 5 per cent. 
The tempera- 


pale but not pathologic, and there was a marked refractive error. 
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ture varied between 99 and 102 F.; the pulse rate between 110 and 140, and the 


respirations from 23 to 26 per minute. The lungs, heart and abdomen were 
normal, The child continually vomited food and drink and had to be fed frequently 
by gavage. In spite of care and feeding, the child became weaker and died 


three weeks after entering the hospital and after one year’s illness. An autopsy 
was refused. 

Case 3.—This was a case of moderate acrodynia, with recovery, which is 
reported with the permission of Dr. T. O. Elterich. 

R. W., a white boy, aged 10 months, was admitted to the Children’s Hospital in 
April, 1929, and discharged much improved after two weeks. During the two 
months previous to admission, the mother had difficulty in feeding the baby, who 
had been accustomed to cow’s milk and vegetable broths. During this time, he lost 





(case 5).—Mihary eruption in acrodynia. 


2 pounds (907.2 Gm.), and though not acutely ill he was undernourished, cried 
considerably and was irritable. The hands and feet were cold, and there were a 
small, slightly scaly, papular eruption over the arms and a slight, diffuse scarlatini- 
form rash over the trunk. The skin felt cold to the touch. There was moderate 
photophobia, without conjunctivitis or discharge. The eyegrounds and ear drums 
were normal. The erythrocyte count was 5,590,000. The hemoglobin content was 
85 per cent. The leukocyte count was 19,900, with polymorphonuclears 34 per 
cent, lymphocytes 58 per cent, mononuclears 6 per cent and eosinophils 2 per cent. 
The temperature varied from 98 to 100 F.; the pulse rate was from 90 to 110, and 
the respirations were from 25 to 30 per minute. 

Case 4.—This was a case of marked acrodynia, with recovery, which is 
reported with the permission of Dr. J. K. Everhart. 

J. M. D., a white girl, aged 2, was well fed, well developed and apparently 
normal until she contracted a cold in the head nine weeks previous to her 
admission to the Children’s Hospital in May, 1929. This cold was accompanied 
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with some inflammation of the conjunctivae and slight photophobia. A few days 
after the onset, she had occasional bleeding from the nose, and about the tenth 
day a fine miliary eruption developed over her chest, back and genitalia, which 
later disappeared and then reappeared several times. Three weeks after the onset, 
the hands and feet became red and so itchy that it prevented her sleeping at 
night. They then became swollen, and the skin was exfoliated, and here and there 
small bullae developed, which had a purulent discharge. She continually rubbed 
the hands together and seemed very restless. Physically, she was fairly well 
nourished and developed. The ears and nose were normal. The tonsils were 
slightly enlarged but not injected. The teeth and tongue were normal, but there 
was increased salivation from the mouth. There was slight cervical adenopathy. 
There was no vomiting, except on two occasions from eating mud. There was 
moderate anorexia. For the first eight weeks, the child walked normally, but 
after this period the musculature became so weak that she was unable to walk or 
to support her body in a sitting posture, and later she could not turn herself in 
bed. She would lie on her side with her thighs flexed on the abdomen, and because 
of a moderate photophobia she would bury her face in the pillow. There was 
marked and continuous sweating of the entire body, especially of the trunk and 
hands; this sweating saturated the bed and clothing. The genitals were red, 
swollen and irritated. Frequent urination occurred, which was apparently painful. 

Case 5.—This was a case of marked acrodynia with perianal and _ perineal 
gangrenous dermatitis, with death from terminal pneumonia. 

M. M., a white girl, aged 24, was admitted to the Children’s Hospital in 
September, 1929, and after eleven weeks was discharged (at the parents’ request) 
improved, but was readmitted in January, 1930, and died four weeks later. At 
the time of the first admission, an eruption of small, dull red macules and papules 
had been present over the entire cutaneous surface for three months. The tonsils 
had been removed one month previously. The hands and feet had been slightly 
swollen and red for two months. Previous to the onset, the child had been normal, 
well developed and active and had received good care and nourishing food, 
including frequent cod liver oil and orange juice. She became irritable, resented 
disturbance, was restless, and rubbed her hands and her feet together for long 
periods of time, often squeezing and wringing the hands and crying irritably 
as though they were acutely painful. The fingers and palms were congested and 
slightly swollen, and painful deep fissures developed in the folds of the fingers 
and palms. There was marked exfoliation of the epidermis of the fingers. There 
was marked sweating continually, and the skin felt cold and clammy and presented 
a persistent dull red maculopapular eruption over the trunk and extremities. The 
continual sweating was exhausting. At times this rash would disappear, only to 
reappear later. During the later stages of the disease, the rash appeared more 
sparse, but consisted of larger lesions, many of which were capped with a yellow 
crust. A moderate photophobia at times was quite marked and caused her to lay 
with her face buried in the pillow. At times the photophobia would cease. The 
inner surface of the upper lip showed several small erosions from 3 to 5 mm. in 
diameter. The tongue appeared slightly swollen and was beefy red. 1n the later 
stages, the buccal mucosa was red and swollen, and a large, necrotic ulcer 
developed on the left side from biting the cheek. The gums bled frequently; 
several teeth loosened spontaneously, and in the gums areas of necrosis developed. 
The anterior nares were crusted, and extending from the nose over the left cheek 
was a red, swollen, irregular area of lymphangitis suggestive of erysipelas. There 
was a thin, mucopurulent discharge from the nostrils. The lungs were resonant 
throughout, but coarse, bubbling rales were heard on both sides. Coughing was 
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noted on several occasions. She continually rubbed the vulvar and anal area with 
her red, swollen hands, until these areas showed a marked dusky red, edematous 
infiltration. About the anus, a large area of gangrenous dermatitis developed, 
measuring about 5 by 7 cm., and similar areas appeared on the upper inner parts 
of the thighs. A gangrenous area developed later over the sacral region. The 











ll 





Fig. 4 (case 2).—Miliary eruption, swelling of hands and fingers, traumatic 
erosions over the scapular regions and a rounded area of gangrenous dermatitis 
over the right lumbar region. 


stools were soft and foul smelling. The child continually lost weight, the muscula- 
ture became soft and flabby, and the deep and superficial reflexes were greatly 
diminished. She was fed with difficulty, though at periods she took her feedings 
quite well, which included yeast, cod liver oil and fruit juices. At times the child 
so thrashed about in bed that it was necessary to restrain her in a frame. The 
exhausted appearance of the child, with her evident inability to be free from pain 
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in the hands, feet and genitalia, and her sleeplessness, made a pathetic picture. She 
often forced her fingers into the anus in an attempt to counteract the pain in this 
region. She also placed her fingers in her mouth and bit them lightly in an attempt 
to counteract the pain in her hands. The mother was attentive and found that 
lightly stroking the hands or genital regions afforded some relief. The temperature 
varied from 99 to 101 F.; the pulse rate, from 110 to 140, and the respirations, from 
25 to 35 per minute. The erythrocyte count was 3,650,000; the hemoglobin content 
was from 60 to 70 per cent. The leukocyte count was 22,100, with polymorpho- 
nuclears 75 per cent, lymphocytes 22 per cent and mononuclears 3 per cent. The 
urine was normal. The Kahn reaction of the blood and the reaction to tuberculin 
were negative. A culture from the mouth revealed a gram-negative, intracellular 
diplococcus. A microscopic section of tissue taken at the base of the right index 
finger for biopsy showed marked hyperkeratosis, lengthening of the interpapillary 
projections and marked intracellular edema of the individual epidermal cells. Inter- 
cellular edema was absent. The granular layer was marked. Some parakeratosis 
was present. There was a slight perivascular infiltration of the upper part of the 
corium by round cells, with an occasional polymorphonuclear leukocyte. No plasma 
cells were seen. The sweat glands were markedly hypertrophied. The child died 
after an illness of seven months, probably from terminal bronchopneumonia. An 
autopsy was refused. 

Case 6.—This was a case of marked acrodynia with fatal termination from 
pneumonia, which is reported with the permission of Dr. J. K. Everhart. 

A. D., a white boy, aged 15 months, was admitted to the Children’s Hospital in 
June, 1930, and died from terminal pneumonia one week later. Six weeks prior 
to admission, he had been fretful and irritable. It was stated that he had had some 
fever but no cough, a gradual loss of weight, progressive weakness and increasing 
irritability. The fingers were red and swollen, and he persistently bit them, until 
irregular ulcerations developed. At the time of admission, he was underdeveloped 
and poorly nourished and showed evidence of long-standing illness. Marked photo- 
phobia was present, and the conjunctivae were congested and had a slight purulent 
exudate. The lips were fissured, and the tongue showed numerous, flat, superficial 
ulcerations covered with grayish-white exudate. The cervical glands were slightly 
enlarged. Crackling rales and bronchial breathing were heard over the entire left 
lung, and dulness and tubular breathing were found at the base of the right lung. 
One hundred and twenty cubic centimeters of hazy, straw-colored fluid was 
aspirated from the left side of the chest. The hands were swollen, red and beefy, 
and showed numerous irregular ulcers about 1 cm. in diameter over the fingers and 
palms, with marked exfoliation of the epidermis. The dorsal surface of the right 
hand presented a draining superficial sinus. Both feet were red, swollen and moist, 
and the soles showed a macular, blotchy erythema. The skin of the lower extremities 
had a yellowish-brown tint. The general condition of the child was extremely poor, 
and death occurred from pneumonia eight days after admission. The erythrocyte 
count was 3,250,000; the leukocyte count, 24,200, with polymorphonuclears 85 per 
cent, lymphocytes 12 per cent and myelocytes 3 per cent. The reaction to tuber- 
culin and the Kahn reaction were negative. A bacteriologic smear from the ulcera- 
tion on the tongue showed Leptothrix and fusiform bacilli. The fluid from the 
chest was negative for tubercle bacilli, but showed gram-positive cocci which on 


culture proved to be hemolytic streptococci. The culture from the throat revealed 
staphylococci, Bacillus subtilis and a diphtheroid organism. The temperature 
averaged 99 F., except on the terminal day, when it rose to 103 F. 


Cast 7.—This was a case of mild, early acrodynia, with recovery, which is 
reported with the permission of Dr. H. T. Price and Dr. H. L. Heighberger. 








CRAWFORD—JUVENILE ACRODYNIA 23 


|. L. C., a white boy, aged 15 months, was admitted to the Children’s Hospital 


in July, 1930, and discharged much improved after five weeks. Exceeding restless- 


ness and occasional crying out, as though with acute pain, during sleep had been 
noted four weeks prior to admission. The child had received no vegetables during 
this period, and the appetite had been poor. The constipation required laxatives. 
Over the entire cutaneous surface was a diffuse maculopapular erythematous erup- 
tion, which was very itchy. The musculature was normal. The fingers and feet 
were reddened, swollen and tender and felt cold to the touch. The cervical glands 
were slightly enlarged. The gums were swollen and tender, and the lower central 
incisor teeth had dropped out, leaving the gums necrotic and secondarily infected. 
Photophobia was absent. The temperature for five weeks averaged from 99 to 
102 F.; the pulse, from 100 to 120, and the respirations, from 23 to 26 per minute. 
The urine showed traces of sugar periodically. The erythrocyte count was 
3,400,000 ; the hemoglobin content was 56 per cent. The leukocyte count was 15,100, 
with polymorphonuclears 47 per cent, lymphocytes 44 per cent and mononuclears 
9 per cent. A bacteriologic smear from the mouth showed fusiform bacilli with an 
occasional spirillum, and a culture from the gums was positive for Staphylococcus 
and Streptococcus. A culture of the stool for Monilia was negative. 

Case 8—This was a case of moderate acrodynia, with recovery, which is 
reported with the permission of Dr. T. O. Elterich. 

B. J. K., a white girl, aged 3, was admitted to the Children’s Hospital in July, 
1930, and discharged improved in November, 1930. There had been a steady loss 
in weight for three months previous to admission, with marked irritability, anorexia 
and constipation. The child had received few green vegetables at any time, the chief 
article of diet being potatoes. At the time of admission, she appeared under- 
nourished, underdeveloped and pallid. The skin felt moist and presented a miliary 
eruption of small macules and papules over the chest, back, buttocks and thighs. 
Some of the larger lesions were excoriated. The vulvar region was slightly swollen, 
markedly congested and intensely itchy. The fingers and toes were pink at their 
tips, but did not show edema. The palms showed small superficial areas of exfolia- 
tion. The tongue was slightly coated, but the mouth was otherwise normal. Slight 
photophobia was occasionally present. There was no adenopathy. The heart and 
lungs were normal. The abdomen was flat and soft, and the liver and spleen were 
not palpable. Later the fingers and hands had a slightly beefy-red appearance, and 
the palms showed marked exfoliation. The papular eruption on the trunk became 
slightly crusted. The child had a further loss of weight with marked lassitude. 
Feeding was difficult and had to be forced. She lay in bed with her head between 
her knees or on her back with the thighs flexed and abducted in a flat, froglike 
posture. The musculature was flabby, and the joints seemed abnormally loose. 
During her stay in the hospital she improved gradually, took an increased interest 
in her surroundings and was more easily fed. The erythrocyte count averaged 
4,500,000 ; the leukocyte count, 10,000, with polymorphonuclears 59 per cent, lympho- 
cytes 38 per cent and mononuclears 3 per cent. On several occasions, a trace of 
albumin was shown in the urine, and occasionally a trace of sugar. Sugar in the 
blood was estimated as 98 mg., and the case, in the early period, was considered as 
one of renal glycosuria. After sixteen weeks, the child recovered. 

Case 9.—This was a case of mild, early acrodynia, with recovery, which is 
reported with the permission of Dr. T. O. Elterich. 

F. S., a white girl, aged 2%, was admitted to the Children’s Hospital in Sep- 
tember, 1930, and discharged improved after one week. Three months previous to 
admission, she had had measles, and since that time had been irritable, apathetic 
and easily fatigued. There was no appetite for food, and vomiting occurred at 
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irregular intervals. Constipation was relieved by enemas. The hands and feet had 
been exfoliating slightly and felt cold to the touch. Though well developed, th 
child was poorly nourished. The skin presented a pink miliary eruption over th: 
shoulders and upper part of the trunk. Little sweating was noted. The muscula- 
ture was weaker than normal, and the reflexes were slightly diminished. Photo 
phobia was absent. The tonsils were moderately enlarged and congested. The 
heart and lungs were normal. There was moderate loss of weight. The tempera 
ture varied from 99 to 100 F.; the pulse rate, from 120 to 130, and the respirations, 
from 20 to 30 per minute. The erythrocyte count was 5,200,000; the hemoglobin 
content was 93 per cent. The leukocyte count was 8,200, with polymorphonuclears 
60 per cent, small lymphocytes 36 per cent, large lymphocytes, 2 per cent and 
eosinophils 2 per cent. The reaction to tuberculin and the Kahn reaction of the 
blood were negative. A bacteriologic smear from the nose showed a few bipolar 
bacilli, and a smear from the throat was negative for streptococci and staphylococci. 

Case 10.—Marked symptoms of acrodynia with fatal termination from broncho- 
pneumonia were observed in this case. The child was referred to the Children’s 
Hospital by Dr. R. W. Lang and placed in the service of Dr. D. H. Boyd. The 
case is reported with their permission. 

R. B., a white boy, aged 2, was admitted to the Children’s Hospital in December, 
1930. During the previous four weeks, the mother had noticed that the child did 
not play actively and had “lost his pep”; there had been considerable loss in weight, 
and small, red papules had been present as a rash over the trunk for three weeks. 
The child appeared undernourished, emaciated and apathetic, though previously he 
had been “quite fleshy” and never ill. He was not able to stand. The muculature 
was flabby, and the mucous membranes were pale. The skin felt dry to the touch. 
The fingers and toes showed a marked dusky redness with swelling and desquama- 
tion. In bed, the child seemed most comfortable with his head thrown backward 
and his legs drawn up over the abdomen. The conjunctivae were reddened, but he 
did not show definite photophobia. There was a mucopurulent discharge from both 
nostrils. The pharynx was congested; the tonsils were enlarged; the tongue was 
coated; the teeth were in fair condition, and the lips were cracked. The anterior 
cervical lymph nodes were slightly enlarged. Coarse rales were heard in the lungs 
over the entire chest, with bronchial breathing; the tactile fremitus was slightly 
increased, and much trachial and bronchial mucus was present. The heart was 
normal. The liver and spleen were not palpable. The reflexes were diminished. 
\fter one week in the hospital, the child presented frank symptoms of pneumonia at 
the bases of both lungs, and died four days later. While the child was in the hos- 
pital, the temperature averaged from 99 to 100 F., except during the period of pneu- 
monia when the temperature rose to 103 and 106 F. before death. The pulse rate 
averaged 130, and the respirations 60, except during the period of pneumonia when 
the pulse rate averaged 160 and the respirations 55. The urine was normal. The 
erythrocyte count was 4,850,000; the hemoglobin content was 81 per cent. The 
leukocyte count was 12,000, with polymorphonuclears 70 per cent and lymphocytes 
30 per cent. The reaction to tuberculin and the Kahn reaction of the blood were 
negative. In the report of the autopsy it is stated that death was due to a terminal 
bronchopneumonia that by gross appearance indicated streptococcic and influenzal 
infection, and that a culture showed hemolytic Staphylococcus aureus and two 
unidentified types of streptococci. The myocardium showed granular degeneration. 
The liver showed congestion, fatty infiltration and fatty degeneration, with areas of 
coagulation necrosis. There were acute splenitis and acute glomerular nephritis. 
The mesenteric lymph nodes showed marked edema, and their centers had degen- 
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erated and were infiltrated by leukocytes. The intestine showed acute enterocolitis. 
[he suprarenal glands showed mild granular degeneration of the cortex and con- 
gestion of the medulla. 

Case 11.—This was a case of mild acrodynia, with recovery, which is reported 
with the permission of Dr. D. H. Boyd. 

H. C., a white girl, aged 8% months, was admitted to the Children’s Hospital 
in April, 1931, with marked irritability and a miliary rash of small, pink papules 
with sweating especially at night. The child had been restless for two weeks and 
had been fed with difficulty owing to constant refusal of food (bottle). Previous 
to the onset of the irritability the child had been normal and well developed, and 
had fed regularly. There were moderate redness, puffiness and tapering of the 
fingers. The soles were bright red and slightly swollen and showed moderate 
exfoliation. There was no photophobia. The left ear drum showed slight bulging 
with tenderness, and its incision revealed a small amount of pus. The pharynx was 
congested, and the tonsils were enlarged and reddened. Slightly enlarged lymph 
nodes were palpable in the cervical, axillary and inguinal regions. The heart and 
lungs were normal. The liver was palpable 3 cm. below the costal margin. The 
spleen was not palpable. The reflexes were normal. The baby often lay with her 
knees drawn up as though in pain, though no tenderness could be discovered in the 
abdomen. Kernig’s sign was negative. The temperature varied between 99 and 
102 F. The pulse rate was slightly accelerated; the respiratory rate was normal. 
The reactions to human and bovine tuberculin were negative. The erythrocyte 
count was 4,200,000; the hemoglobin content was 70 per cent. The leukocyte count 
was 12,800, with polymorphonuclears 38 per cent, lymphocytes 56 per cent, mono- 
nuclears 6 per cent and nucleated red cells 2 per cent. The urine was normal. 
The Kahn reaction of the blood was negative. A culture from the throat was 
negative. During the two weeks’ stay in the hospital the baby took her feedings, 
showed improvement and lost her irritability and fretfulness. When she left the 
hospital, the rash was still faintly present, though the sweating had ceased, and 


the fingers were almost of normal color and appearance. 
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LYMPHOGRANULOMATOSIS INGUINALIS OR DURAND 
NICOLAS-FAVRE DISEASE 


A REVIEW OF THE LITERATURE AND A REPORT OF THREE CASES 


ZAKON, M.D. 


CHICAGO 


Lymphogranulomatosis inguinalis, a subacute, indolent inguinal 
adenitis of venereal origin, has been described under many different 
names such as: lymphogranuloma inguinale, the fourth venereal disease, 
tropical bubo, climatic bubo, nonvenereal bubo, Nicolas-Durand- Favre 
clisease, strumous buboes of the groin, lymphogranulomatoser Schanker, 
lympho-adenopathia inguinocruralis epidemica, venerisches adenogenes 
Geschwur, nontuberculous granulomatous lymphadenitis, lymphogranu- 
lomatose inguinale aigue cutanée l’origine génitale, poradenitis inguinalis 
acuta, etc. 

REVIEW OF THE LITERATURE 

According to Hellerstrom,' whose monograph on the subject is the 
most complete to date, it is probable that this disease existed in olden 
times, too. Hellerstrom found descriptions of indolent buboes among 
the writings of the early Greeks and Romans. Galen classified buboes 


and called the subchronic adenitis of the groin “strumous bubo.” Celsus 
found these strumous buboes difficult to treat. 


Salicetti and Angelana in the thirteenth and fourteenth centuries 


pointed out the causal connection between venereal lesions and inguinal 


buboes, and the term bubo began thereafter to be more and more 
employed as exclusively for venereal conditions. 

John Hunter, though he brought chaos into venereology by con- 
founding gonorrhea and syphilis, still emphasized the distinction between 
venereal and nonvenereal buboes. 

Ricord considered the strumous bubo as a symptom of scrofulous or 
tuberculous dyscrasia of the blood. 

Klotz ? in 1890 reported 120 cases of strumous buboes that he saw 
during a period of ten years in a New York hospital. He did not con- 

From the Clinic of Dermatology and Syphilology of the University of 
Vienna, Prof. W. Kerl, director. 

1. Hellerstrom, Sven: Contribution to Knowledge of Lymphogranuloma 
Inguinale, Acta dermat.- venereol., supp. 1, 1929, p. 5. 

2. Klotz, H. G.: Ueber die Entwicklung der sogenannten strumosen Bubonen 
und die Indicationen fiir die frithzeitige Extirpation derselben, Berl. klin. Wehn- 
schr. 27:132, 1890. 
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sider these cases syphilitic. He gave a good clinical description of the 
disease. 
Nelaton,® at about the same time, published his observations and 


clearly separated this disease from tuberculosis. Nelaton was the first 


to consider it an infectious disease, sui generis. 

Marion and Gandy? in 1901 published excellent clinical, histologic 
and bacteriologic observations on this disease, which they called 
“l'adénitis subaigue.” In spite of negative results from inoculations of 
animals, on the basis of the close histologic resemblance between this 
disease and tuberculosis they considered the process tuberculous. 

Tanton and Pigeon® in 1906 published a report of 147 cases of 
subacute inguinal adenitis which they observed in Algeria. They proved 
conclusively the nontuberculous nature of this disease. They inoculated 
120 guinea-pigs, and not a single animal died of tuberculosis. They 
also examined 140 freshly made smears and found no organisms. 

However, it was left to Durand, Nicolas and Favre® to describe 
in detail in 1913 the clinical and histologic features of subacute inguinal 
adenitis. They emphasized that the condition is a symptom of a uni- 
form, independent infectious disease. They gave it the name “‘lympho- 
granulomatose inguinale subaigue” on account of the granulation tissue 
found histologically, on which they based their most reliable diagnosis. 

Bory * made a histologic study of the primary lesion. Phylactos ~ 
also studied a local lesion, and his description corresponds to that otf 
Bory. 

After a long interruption during and after the Great War, Nicolas 
9 


and Favre ® once more in 1922 described their further findings. They 


3. Nelaton, A.: De l’adénite inguinale subaigtie simple a foyers purulents 
intraganglionnaires, Semaine méd. 10:402, 1890; quoted by Fischl, F., in Jadassohn, 
Josef: Handbuch ftir Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 
1930, vol. 21, p. 463. 

4. Marion, G., and Gandy, C.: L’adénite subaigtie de l’aine a foyers purulents 
intraganglionnaires prétendue simple, Arch. gén. de méd. 5:129, 1901; quoted by 
Hellerstrom (footnote 1). 

5. Tanton and Pigeon: Contribution a l'étude d’une variété particuliére 
d’adénites inguinales, Arch. gén. de méd. 76:125, 1908; quoted by Hansman (foot- 
note 15). 

6. Durand, M.; Nicolas, J., and Favre, M.: Lymphogranulomatose inguinale 
subaigtie d'origine génitale probable, peut-etre vénérienne, Bull. et mém. Soc. méd. 
d. hop. de Paris 35:274 (Feb. 6) 1913. 

7. Bory, L.: Le chancre lympho-granulomateux, Bull. Soc. frang. de dermat. 
et syph. 26:451, 1931. 

8. Phylactos: Lymphogranulomatose des ganglions inguinaux, Thése de Lyon, 
1922; quoted by Hellerstrom (footnote 1). 

9. Nicolas, J., and Favre, M.: Lymphogranulomatose inguinale subaigiie, 
ulcére vénérien adénogéne, Presse méd. 30:571, 1922; abstr., Arch. Dermat. & 
Syph. 7:238 (Feb.) 1923. 
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were also able to describe a “partner,” or transmitted, case, in which 
the complaint had been transmitted from man to woman, and vice versa. 
In addition, they described an instance in which a surgeon’s axillary 

» 5 » 


glands were attacked after a lesion on a finger caused during an opera- 


tion on a patient suffering from lymphogranulomatosis inguinalis. 


Since 1922, the study of lymphogranulomatosis inguinalis has been 
pursued with great zeal in different countries. The disease was first 
described in Germany by Frei?’ in 1925, in England by McDonagh " 
in 1924, in Sweden by Hellerstrom ** in 1927, in Italy by Gamma ** in 
1923, in Austria by Fuhs and Musger '* in 1927 and in America by 
Hansman '* in 1924, Pardo-Castello *® in 1926 and Hillsman, Wilshusen 
and Zimmerman ™ in 1928. The disease was also reported from Russia, 
Poland, Roumania, Spain, Portugal, Norway and Finland. 


CLINICAL COURSE 

Numerous observers in various countries have clearly described the 
clinical picture and course of the disease. The disease always starts 
with a primary lesion, the chancre lymphogranulomatosique. This 
lesion is a solitary, superficial erosion, varying in size from that of a 
pinhead to that of a pea. Usually the lesion is situated on the surface 
of the prepuce or in the sulcus coronarius of the glans penis. This is 
not invariable, as the chancre has been found in the urethra, on the 
hand and in one case on the neck. 

The lesion may assume one of the following forms: nodular, papular 
or herpetiform; or it may appear as an intra-urethral erosion. The 

10. Frei, W.: Eine neue Hautreaktion bei Lymphogranuloma inguinale, Klin. 
Wehnschr. 45:2148, 1925. 

11. McDonagh, J. E. R.: A Case of Paradenolymphite or Lymphogranu- 
lomatose Inguinale Subaigue, Proc. Roy. Soc. Med. 18:35, 1924. 

12. Hellerstrom, S.: Ueber Lymphogranuloma inguinale und dessen Vorkommen 
in Stockholm, Vvenska lak.- sallsk. handl. 53:241, 1927; abstr., Zentralbl. f. Haut- 
u. Geschlechtskr. 26:130, 1928. 

13. Gamma, C.: Sulla linfogranulomatosi inguinale, Arch. per le se. med. 46: 
31, 1924; abstr., Zentralbl. f. Haut- u. Geschlechtskr. 14:120, 1924. 

14. Fuhs and Musger: Lymphadenitis inguinalis chronica, unklare Aetiologie 
(Lymphogranulomatosis inguinalis) ; abstr., Zentralbl. f. Haut- u. Geschlechtskr. 
26:7, 1928; Acta dermat.-venereol. 9:222, 1928. Musger, A.: Zur Aetiologie der 
Nicolas-Durand-Favre’schen Krankheit, der sogenannten Lymphogranulomatosis 
inguinalis, Beitr. z. path. Anat. u. z. allg. Path. 80:257, 1928. 

15. Hansman, G.: Nontuberculous Granulomatous Lymphadenitis, Surg., Gynec. 
& Obst. 39:422, 1924. 

16. Pardo-Castello, V.: Lymphogranulomatosis Inguinalis, Arch. Dermat. & 
Syph. 14:35 (July) 1926. 

17. Hillsman, J. A.; Wilshusen, H. F., and Zimmerman, H. M.: Lymphogranu- 
lomatosis Inguinalis, Report of a Case of Twenty Months’ Duration with Autopsy 
Observations, Arch. Dermat. & Syph. 18:383 (Sept.) 1928. 
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characteristics of the chancre lymphogranulomatosique are its small 
size, its nonpainful nature and its evanescence. Often the patients over- 
look the lesion, since it may be superficial and may heal in a few days. 

The period of incubation varies from a few days to two weeks. 


is 


Frei and Hoffmann '* distinguished two periods of incubation. One 
period is from the time of the infecting coitus to the appearance of 
the primary lesion; the second is from the time of the infecting coitus 
to the commencement of the first swelling of the lymphatic glands. The 
second period varies from ten days to a maximum of six weeks, with 
an average duration of from two to three weeks. 


AGE AND SEX OF PATIENTS 


Lymphogranulomatosis inguinalis is a disease of the adult male, at 


the height of his sexual activity. Ruge'* in a report of 105 cases 
gives the following age scale: 


ee 16-20 21-25 26-30 31-35 26-40 41-50 Over 50 


CO cs cieecda 16 46 22 8 7 5 l 


The literature does not contain any mention of the disease in infants 
and youths. It is rare among women. Of Hellerstrom’s 47 reported 
cases, only 2 occurred in women. Of Frei and Hoffmann’s 32 cases, 
4 occurred in women. The explanation given for the rare occurrence 
of lymphogranulomatosis inguinalis among women is that either the 
lymphoglandular apparatus in women is less susceptible, or the disease 
localizes entirely in the lymphatic glands lying within the pelvis, and 
this without giving any clinical signs of its presence. Frei and Koppel *° 
recently showed that the virus of lymphogranulomatosis inguinalis may 
constitute the etiologic factor in anorectal syphiloma and in ulcus vulvae 
chronicum. 

THE ADENITIS 

The adenitis is almost exclusively localized in the inguinal glands 
and in the medial group that chiefly receives the lymphatic vessels from 
the anogenital region. The first symptoms of the adenitis are in general 
distinctly insidious and usually cause the patient little discomfort. As 
the glands enlarge, more general symptoms arise, which consist of 
malaise, increased temperature, nausea, vomiting, slight leukocytosis, 
and rarely arthralgias and erythema nodosum. 

18. Frei, W., and Hoffmann, H.: Experimentelles und Klinisches zum “Lympho- 
granuloma inguinale,” Arch. f. Dermat. u. Syph. 153:179, 1927. 

19. Ruge, H.: Beitrag zur Klinik der sogenannten klimatischen Bubonen, 105 
Falle, Dermat. Wehnschr. 90:1, 1930. 

20. Frei, W., and Koppel, A.: Ulcus vulvae chronicum elephantiaticum 
(Esthioméne) und sogenannte Syphilome anorectal als Folgeerscheinungen der 
Lymphogranulomatosis inguinalis, Klin. Wehnschr. 49:2331, 1928. 
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In the earlier stages of the adenitis, the skin becomes more and 
more adherent to the underlying tissue, and the surrounding parts 
become infiltrated and hard. 

The skin gradually assumes a bluish-violet tint, and the glands are 
slightly tender and of firm consistency with a lobate surface. At this 
stage, sinuses form from which a small amount of sticky pus exudes 
until secondary infection takes place, after which the pus becomes 
more abundant and less viscous. Occasionally, the iliac glands are also 
affected, but these are never tender and never proceed to the stage of 
fistula formation. The condition is extremely chronic. On rare occa- 


sions, the adenitis may retrograde spontaneously. 


PATHOLOGY 
‘The histologic aspects of the primary lesion were studied by S0ry 
and by Phylactos.* The lesion showed a small ulcerated area beneath 


which there was a heavy infiltration by inflammatory cells, which were, 


for the most part, plasma cells. Few polymorphonuclears were seen. 


There was marked cellular infiltration along the lymphatics by cells of 
the same type. In these lesions were many newly formed blood vessels, 
with some thickening of the walls of the smallest blood vessels. 

Careful gross and microscopic studies of the affected glands were 
made by Durand, Nicolas and Favre, Hellerstrom, Muller and Justi,*’ 
Phylactos, Hansman, and Hoeppli.** They all agreed in the main as 
to the findings. 

The affected glands are matted together. The surface is of a tinge 
varying from red to violet, so called wine-red or gray-red. Even macro- 
scopically, a number of abscesses are seen up to the size of a pea, filled 
with yellowish-green, rather thick pus. The glands never caseate. 

Microscopic examination shows the picture of subacute or sub- 
chrome lymphadenitis. The section is studded with numerous layers 
of small, round, oval or ramified abscesses, surrounded by narrower 
or broader zones of epithelioid cells, often arranged in palisade form. 
The abscesses are filled with finely granular detritus. In addition, the 
gland is almost completely filled with granulation tissue consisting of 
lymphocytes, plasma cells, fibroblasts epithelioid cells and fairly large 
cells with one or two, round or oval, highly colored nuclei, together with 
a few medium-large giant cells of Langerhans type. These are usually 
situated at the edge of the border of epithelioid cells. 


21. Miller, O., and Justi, K.: Beitrag zur Kenntnis der klimatischen Bubonen, 
Arch. f. Schiffs- u. Tropen- Hyg., 1914, vol. 18, supp. 8. 

22. Hoeppli, R.: Ueber die Histopathologie der klimatischen Bubonen, Dermat. 
Wehnschr. 90: 303, 1930. 
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Hoeppli,“? who recently studied the histologic changes in 306 cases 


of lymphogranulomatosis inguinalis, concluded that other diseases may 


at times produce a similar picture. Thus he quoted Fischer describing 
the characteristic findings of lymphogranulomatosis inguinalis in a case 
of hereditary syphilis, and Hoeppli himself saw a similar picture in a 
case of submaxillary adenopathy secondary to deep trichophytid. 


BACTERIOLOGIC INVESTIGATIONS 

The etiologic factor in this disease is not known. In all the experi- 
mental work, cultures have remained almost uniformly sterile, except 
for the cultures of a diphtheroid bacillus and Ravaut’s ** observations 
of an ameba, which other workers could not confirm. 

The bacteria that are seriously considered to be possible etiologic 
factors are the pseudodiphtheria bacilli. Favre found them in almost 
every case. Montemartini ** with these bacteria succeeded in producing 
in guinea-pigs swelling of the inguinal glands. Fuhs and Musger ™* 
proved the presence of pseudodiphtheria bacilli in histologic sections 
from the lymphatic glands and in the blood of patients with lympho- 
granulomatosis inguinalis. He was also able to cultivate these bact>ria 
on Loeffler’s serum agar. Hellerstrom could not find any bacteria, and 
with the exception of growths of the ordinary pus bacteria, his culture 
experiments have given negative results. He was inclined to believe 
that the bacteria that have been found in lymphogranulomatosis 
inguinalis were derived from accidental impurities, or that the pseudo- 
diphtheria bacilli have existed as saprophytes in the organism without 
having anything to do with the lymphogranulomatosis inguinalis. 

Inoculations of animals, subcutaneous, intramuscular, intraperitoneal 
and intratesticular, have, on the whole, given negative results. Only 
Musger succeeded in cultivating from the glands and blood of patients 
with lymphogranulomatosis inguinalis pseudodiphtheria bacilli, with 
which he inoculated nine guinea-pigs, eight rabbits, two monkeys and 
two white mice and obtained large swellings of the inguinal glands that 
macroscopically and microscopically were in complete correspondence 


with lymphogranulomatosis inguinalis. 


CUTANEOUS ALLERGY 


The intracutaneous reaction in lymphogranulomatosis inguinalis 
introduced by Frei!’ at the close of 1925 has been tested by various 

23. Ravaut, P.: Etude sur la poradéno-lymphyte, Ann. de dermat. et syph. 
5:463, 1924; abstr., Zentralbl. f. Haut- u. Geschlechtskr. 16:278, 1925. 

24. Montemartini, G.: Ricerches sierologiches sul corinebatterio isolato in due 
casi di linfoadenite inguinale subacuta, Boll. d. Ist. sieroterap. milanese 3:371, 1924; 
abstr., Zentralbl. f. Haut- u. Geschlechtskr. 16:279, 1925. 
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writers. The antigen is prepared from pus obtained by puncture of 
the buboes or by cutting the extirpated glands into pieces and pressing 
the pus from them. The pus is diluted from five to ten times its 
amount with physiologic solution of sodium chloride and afterward 
heated in a water bath at 60 C. for two hours on one day and for one 


hour the next day. The usual tests for sterility are carried out. Of 
this antigen, 0.1 cc. is injected intracutaneously, and the results are 
read after forty-eight hours. The injection must be made intra- 
cutaneously, as otherwise the reaction will not take place. The 


intracutaneous test has given Frei a positive result in 29 of 32 cases 
and Hellerstrom a positive result in all his cases. The positive result 
is a reddish, infiltrated papule, from 7.5 to 20 mm. in diameter, often 
surrounded by a lighter zone, from 5 to 15 mm. in diameter. This 
papule is often clearly visible for a few days. On the basis of his 
experience, Hellerstrom considered the Frei cutaneous reaction specific. 
This reaction is not always obtained in the early stage of the disease. 
Occasionally, it becomes positive only after eight or ten weeks, but can 
be obtained months and even years after the appearance of the adenitis. 


DIAGNOSIS 


L.ymphogranulomatosis inguinalis must always be considered in 
cases of inflammatory swellings of the regional glands with multiple 
fistulas. The history of a small, quickly healed ulcer on the genitalia 
following intercourse, followed by subacute regional adenitis of torpid 
course, a positive reaction to the Frei skin test and characteristic his- 
tologic findings are the aids in establishing a diagnosis. 

Lymphogranulomatosis inguinalis must be differentiated from syph- 
ilis, chancroid, buboes secondary to banal infections, tuberculosis, 
actinomycosis and in some regions pestis minor. 

Until Hellerstrom, by means of crossed intracutaneous tests with 
Frei’s antigen between cases of so-called climatic bubo and cases of 
lymphogranulomatosis inguinalis, proved that both conditions are 
identical, climatic bubo was considered in the differential diagnosis. 
Hellerstrom’s investigations were confirmed by Fischer *° and by Frei.*° 

With granuloma inguinale a primary skin disease, and lympho- 
granuloma Paltauf-Sternberg a disease of the hematopoietic system, 
lymphogranulomatosis inguinalis has a similiarity to these only in 


terminology. 


5. Fischer, ©.: Ueber eine Hautreaktion bei klimatischen Bobonen, Klin. 


Wehnschr. 48:255, 1928. 
26. Frei, W.: Beitrag zur Spezifitat der lymphogranuloma inguinal Reaktion, 


Klin. Wehnschr. 43:2042, 1927. 
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Lymphogranulomatosis inguinalis occurring simultaneously with 
syphilis is not rare. Hellerstrom estimates it at 30 per cent.  Fuhs 
presented a case of mixed infection, lymphogranulomatosis and early 
secondary syphilis. Also phimosis (case of Urbach), balanitis or ulcus 
molle, plus lymphogranulomatosis inguinalis, may occur in one and the 
same patient. In all such instances, Frei’s cutaneous test is the only 
reliable diagnostic aid. 

PROGNOSIS 


The prognosis is never grave, though the long duration of the 
disease and the therapeutic resistance of the disease render lympho- 
granulomatosis inguinalis a troublesome condition. Only one case ** has 
resulted in death—a few weeks after an operation for removal of the 
glands had been performed. The necropsy report showed abscesses and 
hemorrhagic infarcts in the lungs, verrucous endocarditis, purulent 
nephritis and a persistent thymus. 


TREATMENT 

The methods of treatment that have been used at one time or another 
are many. The oldest method, and the one that cuts short the duration 
of the disease, is the early surgical removal of the affected giands, 
advocated by Klotz, Nelaton, Phylactos, Nicolas and Favre, Pardo- 
Castello, Hellerstrom, Ruge and others. 

Roentgen rays, alone, in combination with some form of chemo- 
therapy or as a preoperative measure, have been recommended by 
Herxheimer and Hubner,?* Nicolas and Favre and others. 

Fuhs and Konrad *" recently recommended the use of the Bucky 
rays in doses of 2,000 R. units. 

Vaccine preparations, autogenous as well as stock vaccines, milk 
protein and a host of other preparations were used, all with varying 
results. 

Frei and Wiese,*® Kerl and others have the most confidence in 
chemotherapeutic methods. Of these, the use of antimony preparations 
seems to have good effects. Kerl uses 1 per cent aqueous solution of 


sodium tartrate. This is given intravenously in doses from 5 to 10 cc. 


27. Wernich, L.: Ueber Poroadenolymphitis oder Lymphogranulomatosis 


inguinalis subacuta Nicolas, Favre, abstr., Zentralbl. f. Haut- u. Geschlechtskr. 
24: 137, 1927. 

28. Herxheimer and Hubner: Ueber die Roentgenbehandlung von venerischen 
Bubonen, Med. Klin. 38:993 (Sept. 23) 1906. 

29. Fuhs, H., and Konrad, J.: Grenzstrahl-Haut Therapie, Vienna, Urban & 
Schwarzenberg, 1931, p. 107. 

30. Frei, W. and Wiese, J.: Zur Behandlung der Lymphogranulomatosis 
inguinalis, Klin. Wehnschr. 10:404 (Feb. 28) 1931. 





246 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


every other day. Frei uses a proprietary preparation supposed to be a 
1 per cent antimony tartrate solution. 


If abscesses in the glands form, they are emptied by repeated 


puncture. Surgery is avoided to obviate the possibility of elephantiasis, 


though Hellerstrom and Ruge, who recently reported 105 cases of 
lymphogranulomatosis inguinalis in which surgical treatment was given 
in the Hamburg Tropical Institute, never had seen elephantiasis 
follow surgical treatment. 

The therapy will undoubtedly remain in this empiric stage until the 
etiologic factor is discovered. 

Having observed and studied the following cases at the Allgemeine 
Irankenhaus in Vienna, through the kindness of Professor Kerl, | am 
permitted here to report them. 


REPORT OF CASES 


Case 1 (presented by Dr. Urbach at the meeting of the Vienna Dermatological 
Society in February, 1931).—G. A., aged 40, married, an engineer on a boat plying 
between Vienna and the lower Danube, entered the hospital on Jan. 5, 1931. On 
admission, he stated that his last coitus occurred six weeks previously. Three 
weeks later, he noticed in the right inguinal region a swelling that was gradually 
increasing. The swelling was painless. The skin over the swelling was at first 
normal, but later became bluish violet. 

On examination, the patient presented a hard tumor, the size of a hen’s egg, 
in the right groin. There was no fluctuation. The tumor was not painful. The 
overlying skin was brown-violet. The temperature was 36.7 C. (98.6 F.). Dark 
field examination for spirochetes from the punctured gland revealed none. The 
\Wassermann reaction was negative. The reaction to the Frei antigen was strongly 
positive. 

On January 8, the tumor in the right groin was softening. At the same time 
there were noticed several hard, indolent glands in the left groin. The tumor in 
the right groin was punctured, and a considerable amount of thick fluid was 
obtained. Cultures were negative. From January 8 to January 10, the tempera- 
ture fluctuated between 38 and 39.2 C. (100.4 and 102.5 F.). 

On January 15, the right groin was irradiated with 4% McKee unit filtered 
through 4 mm. of aluminum. 

On January 16, treatment with intravenous injections of 1 per cent aqueous 
solution of sodium tartrate began. The temperature fluctuated between 37.7 and 
38.4 C. (99.8 and 101.1 F.). 

On January 19, the temperature was normal. The right inguinal gland was 
once more punctured in the area of fluctuation, and a small amount of sanguineous 
pus was removed. Cultures were again negative. 

On January 20, the left inguinal glands were punctured, but pus was not 
obtained. 

On January 25, the temperature remained normal. 

The sodium tartrate injections were given every other day, at first 
gradually increasing to 10 cc. In all, nine injections were given. 

The glands decreased in size gradually; pain was absent, but small sinuses 
exuding a thin fluid persisted. On March 3, the patient left the hospital and 
passed from further observation. He refused a biopsy. 
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Case 2 (presented at the meeting of the Vienna Dermatological Society on 
June 23, 1931 by Assistant Wiedman).—On May 18, 1931, M. F., aged 21, a 
sailor on a Danube steamer plying between Vienna and the Balkan countries, 
entered the hospital complaining of a swelling in the left groin. 

In the middle of April, he had had his last coitus. In the beginning of May, 
he noticed near the frenulum a small sore. This sore was superficial and did not 
cause him any pain. The swelling caused him a little pain on walking. 

On examination, about 0.5 cm. to the left of the frenum the initial lesion was 
still visible. The ulcer measured about 4 mm.; its borders were slightly hardened, 
elevated and cleancut. The color was dark brown. The floor was clean. Indura- 
tion was absent (fig. 1). 

The left inguinal glands were markedly enlarged. They were surrounded by 
peripheral inflammation and were somewhat painful on pressure. The right 
inguinal glands were palpable, but not painful. The cubital glands on both sides 
were palpable. The iliac glands could not be felt. 














Fig. 1 (case 2).—The primary lesion. Note the ulcerated papule to the left 


of the frenulum, also beginning adenitis. 


Dark field examination for spirochetes from the ulcer on the penis showed 
none on May 18, 19, 20, 24 and 29. Dark field examination for spirochetes from 
punctured inguinal glands gave negative results on May 18, 21, 24 and 29 and 
June 6. The Wassermann serum reaction and Mueller’s precipitin reaction were 
negative on May 19, 20, 26 and 28, June 1 and 8 and July 8. An auto-inoculation 
test for ulcus molle resulted negatively on May 24. 

On June 4, a small amount of pus was aspirated from the left inguinal region. 
From this pus, Frei’s antigen was prepared. Intracutaneous tests with this 
antigen and also with an antigen obtained from Professor Frei on July 2 gave 
negative results. On July 21, another antigen was prepared from pus aspirated 
from the right inguinal glands. Also Professor Frei again sent the antigen used 
in his clinic. On July 22, positive cutaneous reactions were obtained with both 
antigens. Four controls were used—a case of ulcus molle, a case of gonorrhea, 
one of syphilis and one of balanitis vulgaris—in all of which no reactions were 
obtained. The reactions were in the form of red, infiltrated papules about 10 mm. 
in diameter. On July 27, the papules were still clearly visible. 

The initial lesion healed two weeks after the patient was admitted to the 
hospital, without any local treatment. The glands on the left side of the groin 
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became enlarged more and more, so that by June 2 the glands were one mass. Thx 
overlying skin was dark red, edematous and firmly attached to the glands. On 
June 2, under local anesthesia, a portion of a gland was excised for microscopic 
study. The incision healed with two small sinuses exuding a thin serous dis- 
charge. 

The glands on the right side of the groin began to enlarge on June 29, and by 
July 15 there were small areas of fluctuation palpable. These areas were punctured 
and aspirated. 

The patient was somewhat wasted, having lost 4 Kg. in weight during his stay 
in the hospital. 

The temperature throughout the course of the disease fluctuated between 
normal and 38.5 C. (101.3 F.). The rise in temperature occurred twenty-four hours 
after the biopsy. 

Treatment was not instituted till June 30, when syphilis could definitely be 
excluded. After June 30, the patient received every other day 1 per cent aqueous 
solution of sodium tartrate. The dosage started with 2 cc. and was gradually 
increased to 10 cc.; in all, ten injections were given, with no improvement in the 
patient’s condition. On July 22, Professor Kerl directed that the patient be given 
pyrotherapy ; typhoid vaccine enough to produce a fever as high as 40 C. (104 F.) 


(50,000,000) was used. On July 26, the vaccine dosage was increased to 100,000,009. 
The patient’s temperature rose to 40 C. (104 F.). 
On July 28, a noticeable diminution in the size of the glands was perceptible. 


Microscopic examination of an excised gland showed the normal structure of 
the gland almost gone. The glandular tissue was replaced by inflammatory 
granulation tissue, in which the striking feature was the multiformity of the cell 
elements. Near various-sized, large lymphocytic elements were plasma cells, as 
well as large mononuclears with large, compactly stained nuclei, besides cells 
with oval nuclei, fibroblasts and large, round cells with large vesicular nuclei 
(epithelioid cells). The substance between the cells appeared to be homogeneous. 
The blood vessels showed injury to the intima; the endothelial cells were swollen; 
the wall was thickened and often entirely obliterated. Then there were eosinophils 
and large cells with two or more nuclei, which were in part deeply and in part 
poorly stained. In numerous places were small abscesses filled with finely 
granular detritus (figs. 2 and 3). 

Case 3 (presented by Dr. Urbach at the meeting of the Vienna Dermatological 
Society on Dec. 13, 1928).—B. F., aged 19, a sailor, entered the hospital on Oct. 
28, 1928. He presented a marked inflammatory phimosis, with multiple ulcerations 
on the foreskin, and a hard, indolent swelling in the left side of the groin. 

The Wassermann reaction of the blood and the results of dark field examina- 
tion for spirochetes from the lesion and from punctured glands were negative. 
The result of an auto-inoculation test for ulcus molle was negative. 

On October 30, a circumcision was performed. This disclosed on the glans 
penis an erosion the size of a pea. Dark field examination of material from this 
yielded negative results. Histologic sections of the lesion disclosed ( fig. 4) a 
small ulcerated area with infiltration by lymphocytes, an occasional polymorpho- 
nuclear leukocyte and many plasma cells. The blood vessels were markedly 
dilated. At this time, the patient’s temperature was between 37.5 and 39.5 C. 
(99.5 and 103.1 F.). 

On November 2, 5 and 7, respectively, the Wassermann reaction of the blood 
remained negative. 

On November 7, the glands became hard, indolent and lobate, and the over- 
lying skin was brown-violet, firmly attached to the gland and indurated 











Fig. 2 (case 2).—Inflammatory granulation tissue replaces the normal glandular 
structure; & 110. The cell elements are multiform. Small abscesses and finely 
granular detritus are seen in numerous places. 
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Fig. 3 (case 2).—The cell elements shown in figure 2, under high power magnifica- 

tion; X 310. The blood vessels are markedly enlarged. In the upper right side is a cell 

t the Sternberg type. Lymphocytes, plasma cells, fibroblasts and epithelioid cells are 
resent, 














Fig. 4 (case 3).—Microscopic picture of the primary lesion; * 85. Note dilatation and 
thickening of the walls of the small blood vessels. The cel! elements are mostly plasma cells 


and lymphocytes, with an occasional polymorphonuclear. 
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A biopsy of the glands was made on Noy. 17, 1928. Macroscopically, the 
excised tissues showed numerous minute abscesses. Sections disclosed granula- 
tion tissue, the center of which was composed of plasma cells, and the periphery 
of large mononuclear cells and epithelioid cells. Giant cells were absent. 

From the blood and the tissue of the gland, Musger isolated a pseudodiphtheria 
bacillus. 

On November 28, Frei’s intracutaneous test gave a strongly positive result. 

On November 29, the patient was operated on by Professor Eiselsberg. The 
affected glands were extirpated, and the incision was closed. 

On December 12, the wound healed by primary intention, except in one place 
where a few small sinuses were visible. These exuded a thin, viscous fluid. 

On January 2, the Wassermann reaction was negative. The reaction to the 
Frei antigen was still positive. On January 10, the patient was sent home to be 


treated as ambulatory. 


SUMMARY 


Lymphogranulomatosis inguinalis is an infectious and contagious 


venereal disease. 
The etiologic factor is still not known. 
Pathologically, it is an infectious granuloma with miliary abscesses. 
Frei’s intracutaneous reaction is specific in all cases. 
Lymphogranulomatosis inguinalis can coexist with syphilis, ulcus 
molle or balanitis erosiva circinata. 
Three cases studied at the Clinic Kerl are here reported. 


55 E. Washington Street. 





DERMATOFIBROMA 
REPORT OF CASES 
EUGENE F. TRAUB, M.D. 
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SAMUEL MONASH, M.D. 


NEW YORK 


Our attention was directed to this type of tumor by the observation 


in two patients of numerous growths that clinically resembled Boeck’s 


sarcoid to such an extent as to lead several dermatologists of experience 
to make that diagnosis erroneously. On further investigation we found 
that the clinical appearance of dermatofibroma varies considerably. In 
view of the fact that practically nothing on this subject has appeared 
in American dermatologic literature, we considered it worth while to 
report the findings in a number of cases observed during the past year. 

Unna' was the first to describe this tumor under the name of 
fibroma simplex. He stated that the simple fibroma of the skin was a 
benign tumor, usually solitary, on the upper part of the body or the 
extremities, largely embedded in the skin and usually a little elevated 
above the surface. The firm nodules were either sharply defined from 
the surroundings or passed diffusely into them, in which case one felt 
only a hardening and moderate thickening of the cutis without any 
sharp margin. The surface was smooth, the color normal or reddish 
and never white or shiny as in keloid. These fibromas developed from 
traumas (blows, bites) or around foreign bodies (splinters). They 
grew very slowly, were painless and were not tender on pressure like 
keloid. They neither extended to the hypoderm nor were snared off 
above the surface of the skin like nevi. 

Microscopically, the tumor consisted almost entirely of a moderately 
cellular collagenous substance, arranged in coarse bundles crossing each 
other at all possible angles. [lastic tissue was present only in minute 
fragments. Blood vessels were difficult to recognize in the nodule: 
when they were present, they lay in the few septums of the tumor 
which were composed of normal tissue. 

\rning * observed twenty-five cases. He described the tumors as 


smooth hard masses from 2 to 4 mm. in diameter. painless to pressure 


1. Unna, P. G.: The Histopathology of Diseases of the Skin, New York, 
The Macmillan Company, 1896, p. 836. 
2. Arning, E., and Lewandowsky, F.: Noduli cutanei, eine bisher wenig 


heachtete Haut-Affektion, Arch. f. Dermat. u. Syph. 110:5, 1911 
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and never attached to the subcutaneous tissue. They may project from 
the surface of the skin, be level with it or slightly depressed. Their 
color varies, usually being reddish brown, but sometimes the tumor is 
indistinguishable in color from the surrounding skin. The surface often 
shows some scaling and scratch marks. The tumors are most often 
found on the extremities ; five or six may be present in the same person. 
In two cases the patients also had keloids. Four patients had previously 
been treated for lichen planus and two for neurodermatitis. Arning 
observed the formation of three nodules on himself. They arose on 
areas that had previously been the site of lichen planus papules. The 
latter had gradually become converted into fibromatous nodules. They 
were present on the arm, the thigh and the knee, were lentil-sized and 
reddish brown, and itched occasionally. As time went on they seemed 
to sink into the skin. Gradually, two of them disappeared, and one that 
had been present for twenty-five years was showing signs of regression. 
Arning considered such tumors to be the result of an irritation of the 
skin due to scratching or other trauma and especially prone to occur 


in patients with a predisposition to keloid. He gave them the name of 


noduli cutanei. Lewandowsky, who examined the tumors microscopi- 
cally, found irregularly arranged, closely aggregated collagen fibers, 
with an absence of elastic tissue. The epithelium was often found to 
be unchanged unless the tumor was immediately under the epidermis. 
In the latter case, the rete pegs were obliterated. Schrens * recently 
drew attention to the subject and proposed a new name, dermatofibroma 
lenticulare, because of the appearance and size of the tumors observed. 
He described three cases, including one in himself. In two of them, 
excision was followed by the formation of a keloic. 

We have observed ten cases, two of which clinically resembled 


Boeck’s sarcoid. Brief descriptions of our cases follow: 


REPORT OF CASES 


Case 1.—I//istory.—A married woman, aged 26, in good health but for the 
cutaneous condition, complained of the presence of numerous small tumors on the 
right leg, the right thigh, the left leg, the lumbar region of the back and the left 
side of the neck. They had first begun to form on the legs during childhood. At 
the age of 19, those on the back appeared, and at 24 the growth on the neck began. 
They all started as slightly projecting lumps in the skin, with no surface dis 
coloration at first apparent. Over a period of from one to three or four years, 
they became flat, hard and dark red. The surface of the growth on the neck, 
which had been present for two years without becoming red, at the time of 
examination seemed to be flattening. There had never been any pain. The tumors 
on the back had itched somewhat during hot weather, but this sensation disap 
peared after two summers. 


3. Schrens, H. T.: Dermatofibroma Lenticulare, Fibroma Simplex (Unna), 
Noduli Cutanei (Arning and Lewandowsky), Arch. f. Dermat. u. Syph. 161: 
456, 1930. 
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Description of Lesions—Several of the older resembled Boeck’s sarcoid so 
closely that a clinical differentiation was impossible. The early lesions, on the 
other hand, were more elevated above the skin surface, were pink or faint red 
and had the appearance of a wheal. All the lesions were of almost uniform size, 
measuring from 5 to 10 mm. in diameter. One of the older lesions taken from 
the lower part of the back was removed for microscopic examination. The sec- 
tion stained with hematoxylin-eosin showed the presence of a slight scale, some 
lengthening of the rete pegs and a small amount of pigment in the basal cell 








big. 1—Photomicrograph showing marked lengthening of the rete pegs and 
a type of epithelial proliferation often seen in this type of tumor, 


layer. The papillary layer was normal. The middle and lower corium were 


occupied by a dense, only slightly cellular connective tissue. The sweat glands 


were atrophied, and an atrophied hair follicle was present. There was a moderate 
infiltration of round cells in the upper corium about the blood vessels which were 
not appreciably dilated. 

With the Weigert stain it was seen that the elastic tissue in the papillary 
layer was normal. In the area of dense connective tissue, elastic tissue was 


present in the form of thick, short and swollen fibers. 
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Case 2.—History—Mrs. S. E., aged 42, married, well nourished and well 
developed, gave essentially negative results on physical examination except for the 
cutaneous lesions. The Wassermann reaction of the blood and urinalysis were 


negative. She had noted the first lesion on the outer aspect of the left arm about 


four years before this history was taken. The tumor had slowly increased in 


size. Other growths appeared from time to time on the same arm, also on the 
right arm, left leg and back. They caused no subjective symptoms. Six months 
before coming under observation, the lesions had been treated with roentgen rays, 


with no relief. 














Fig. 2—Photomicrograph showing atrophy of the epithelium, often seen when 


the tumor tissue has invaded the papillary body. 


Description of Lesions —Scattered over the right arm, left leg, left arm and 
back were ten lesions, varying in size from 3 mm. to 1.5 cm. in diameter. They 
were all confined to the skin, being freely movable over the subcutaneous tissue. 
Almost all were dull red, projecting to a varying degree over the level of the 
surrounding skin and moderately hard in texture. Clinically, they resembled Boeck’s 
sarcoid to a considerable extent. A few of the lesions had a brownish tinge and 
showed slight scaling. Two of the tumors were removed for microscopic exami- 
nation. In one, the epithelium was atrophied, with complete absence of rete pegs. 
The entire corium was made up of a dense, only slightly cellular connective tissue. 
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The blood vessels throughout were only moderately dilated and were not. sur 
rounded by an inflammatory exudate. With the Weigert stain, it was seen that 
there was a complet absence of elastic tissue in the entire corium. The other 
tumor showed a normal epithelium. The papillary layer, except for the presence 
of some dilated blood vessels surrounded by a few round cells, was also normal, 
In the middle and deep corium, a dense connective tissue was present, similar to 
that observed in the entire corium in the first tumor. With the Weigert stain, 
it was seen that the elastic tissue, while normal in the papillary layer, was absent 


in the middle and deep corium., 


In addition to the cases described, we have observed eight other 
cases which will not be described separately, as they were all very 
similar. The patients were adults, seven women and one man, The 
lesions, which varied in size from 4 mm. to 1 cm, in diameter, had been 
present for varying periods of time, from one to over twenty years, 
giving rise to practically no subjective symptoms except occasional 
itching. No history of trauma could be elicited. Most of the patients 


had only one lesion; a few had two. They were usually reddish with 


a slight tinge of brown, were hard to the touch and freely movable 
over the subcutaneous tissues. The skin over them was very adherent 
Most of the tumors projected slightly over the surface of the adjoining 
skin, but a few were almost level. 

In one case in which two tumors had been present for over twenty 
years, one of them had spontaneously begun to undergo involution 
during the past year. One of the patients had had a keloid a few years 
ago. In no case was the excision of a lesion or biopsy followed by 
keloid formation. Microscopicaily, the principal changes were present 
in the corium, which showed in all cases the presence of a dense mass 
of fibrous tissue. As a rule, the fibrous tissue contained very few cells. 
With the Weigert stain, in all but one of the eight cases elastic tissue 
fibers were absent in the dense mass. The epithelium over the dense 
fibrous tissue varied in appearance, depending on how high into the 
derma the fibrous tissue infiltration extended. When the papillary 
layer was normal, the epithelium was also as a rule normal, with only 
slight lengthening of the rete pegs. When the infiltration involved the 
upper layer of the cutis, the epithelium either showed enlarged rete 
pegs or else a marked thinning, probably due to the pressure of the 
growth. We are unable definitely to account for the formation of these 
tumors. Possibly trauma of some kind plays a part in their initial 
production, as claimed by many authors, but this was not borne out by 
the history we were able to elicit in our cases. They are benign in every 
respect and are of interest principally from the standpoint of diagnosis. 

\ word regarding the names suggested for these growths would not 
be amiss. Unna suggested the term fibroma simplex, but this name 
fails to distinguish the growth from other fibromas not confined to the 
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skin. The name noduli cutanei, proposed by Arnung and Lewandowsky, 
vives no clew to the structure of the tumors. Schreus used the term 
dermatohbroma lenticulare. Dermatofibroma seems to be a good 
descriptive name for this type of tumor, without the additional term 


lenticulare, as the lesions do not all resemble a lentil in size or shape. 


\We have, therefore, considered it best to use the word dermatofibroma 
as the most suitable and logical one to describe these growths. 





XERODERMA PIGMENTOSUM 
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The patient whose case of xeroderma pigmentosum is reported in 


this paper presented an unusual clinical picture, and the diagnosis was 


definitely established only after histopathologic studies had been made. 
Certain histopathologic features which we consider diagnostic of the 
disease will be emphasized. Finally, some of the clinical and _histo- 
pathologic features in the case will be considered briefly in connection 
with certain etiologic concepts regarding the disease. The clinical picture 
of the disease in its various stages, together with a review of the litera- 
ture, is adequately given in modern textbcoks of dermatology and will 
not be considered further.’ 


REPORT OF A CASE 


History —A widow, aged 32, came to the Mayo Clinic in September, 1929, 
because of dysmenorrhea. She was born in Colorado, and was of Scotch, Irish 
and German descent. There was no consanguinity of the parents, and they were 
living and well. Two brothers had died of diphtheria. A younger sister and an 
older brother were living and well. The patient had had the usual diseases of 
childhood. The dysmenorrhea began at the age of 17 years, and at the same time 
the patient’s mother noticed the appearance of freckles on the patient’s arms and 
neck. These had persisted to the time of examination, but disappeared to some 
extent if the patient stayed indoors for a few days. 

Only after the diagnosis had been established did the patient recall that as a 
child freckles were prone to appear on her face, especially over the bridge of the 
nose, after exposure to the sun. She stated that this tendency toward freckles, 
however, disappeared before the age of 17. Her sister and brother also had a 
few freckles over the bridge of the nose after exposure to the sun; the freckles 

Former Fellow in Dermatology and Syphilology, the Mayo Foundation. 

From the Section on Dermatology and Syphilology, the Mayo Clinic. 

1. Andrews, G. C.: Diseases of the Skin, Philadelphia, W. B. Saunders Com- 
pany, 1930, p. 262. Darier, Jean: Précis de dermatologie, ed. 4, Paris, Masson & 
Cie, 1928, p. 467. Ormsby, O. S.: A Practical Treatise on Diseases of the Skin, 
ed. 3, Philadelphia, Lea & Febiger, 1927, p. 670. Pusey, W. A.: The Principles 
and Practice of Dermatology, ed. 4, New York, D. Appleton & Company, 1924, 
p. 940. Sutton, R. L.: Diseases of the Skin, ed. 8, St. Louis, C. V. Mosby Com- 
pany, 1931, p. 564. 





MONTGOMERY-REUTER—XERODERMA PIGMENTOSUM — 257 
would disappear if exposure were not repeated for a time. Neither the sister nor 
the brother was willing to consult a physician regarding the freckles for they caused 
no inconvenience. 

Examination.—General examination gave essentially negative results except for 
evidence of infected teeth. The concentration of hemoglobin was 87 per cent. 
Leukocytes numbered 6,100 in each cubic millimeter of blood. There was diffuse, 
spotted, macular, brownish-black pigmentation of the skin of the neck and forearms 
(figs. 1 and 2), simulating the appearance in a case of extensive lentigines 
(freckles). The pigmented spots varied in size from a few millimeters to 1 or 2 





Fig. 1.—Xeroderma pigmentosum. Fewer freckles are seen on the cheek than 
in other areas. Verrucose lesions or evidence of a malignant condition are lacking. 


cm. in diameter, and were of irregular shape and outline. Interspersed among the 
brownish spots, but seen only on the neck, were definite erythematous macules, 
within which were minute telangiectatic spots. The latter could be seen only with 
a hand lens. There were a few pigmented macules on the lower extremities, 


chiefly on the thighs. On the face and forehead, the freckles were less prominent. 
Striking was the relative decrease in prominence and number of freckles on both 


cheeks in the areas that the patient usually kept covered with rouge and powder. 
There was divergence of opinion among dermatologists who saw the patient at the 
meeting of the Missouri Valley Dermatological Conference in 1929 as to whether 
any atrophy was present in the lesions on the neck, face or arms. Over the entire 
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abdomen and extending to some extent over the thorax were symmetrical, small 
papules of the normal color of the skin, with a tendency toward grouping. Thx 
papules were of uniform size, from 0.25 to 0.5 cm. in diameter, flat-topped and 
slightly elevated. They could be made out only in the proper cross-light. Atrophy, 
pigmentation or telangiectasis was not apparent clinically on the abdomen. No 
verrucose lesions, ulcerations or tumors were seen on any part of the body, although 
the disease had been present for at least fifteen years. 

An area from the right side of the neck, including a pigmented macule, and a 
nonpigmented papule from the abdomen were excised for microscopic study. The 
lesions presented similar microscopic pictures, differing only in degree of pig 
mentation (figs. 3, 4, 5 and 6). 

he earliest changes seen in sections from the neck consisted of relative and 
absolute hyperkeratosis, mild intracellular edema of the basal and prickle cells 
and corresponding slight edema of the upper part of the cutis. The stratum 


Fig. 2.—Process on the arms. 
granulosum was normal, and no appreciable increase in melanin pigment was noted. 
\n incidental finding in one place was edema of the epidermis which had resulted 
in the formation of “Lucken” in the prickle cell layer, together with the presence 
of a few “corps ronds” and “grains”; the picture simulated that seen in Darier’s 
disease. In another region there was a small subcorneal vesicle. 

In most of the region taken for biopsy, however, the disease was in a more 
advanced and diagnostic stage. There was marked atrophy of the prickle cell 
layer, especially over the papillary bodies, so that in places only the stratum 


corneum and a spotted, pigmented, pyknotic basal cell layer remained (fig. 3). In 


contrast, the epithelial ridges showed marked irregular proliferation of the basal 
cells, often extending deep into the cutis. Mild intracellular edema, with some 
pyknosis and karyorrhexis of the cells in the rete ridges, was also seen. There 
were few mitotic figures; the basal cells were small and well differentiated. In 
one portion, numerous, long, narrow strands and buds of the basal cells were seen 
arising from the atrophic walls of a hair follicle; most of the basal cells were laden 
with melanin pigment (fig. 4). The microscopic picture here simulated that seen 











Fig. 3.—Xeroderma pigmentosum. Section from the neck stained with hema- 
toxylin and silver nitrate to show distribution of melanin pigmentation (staining 
black) in basal cells of epidermis and chromatophores in cutis. Pigment is absent 
at the left. There are relative and absolute hyperkeratosis, marked atrophy of the 
remainder of the epidermis and irregular proliferations of the rete ridges; * 250. 











Fig. 4.—Xeroderma pigmentosum. Section from the neck stained with hema- 
toxylin and silver nitrate to show distribution of melanin pigment (staining black). 
Numerous strands of pigmented basal cells arise from the walls of a hair follicle; 

60. 
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in tricho-epithelioma or certain forms of basal cell epithelioma, but without 1 
individual cells manifesting any definite signs of a malignant condition, There wa 
spotted pigmentation of the epidermis throughout the sections; dense deposits o 
melanin pigment were seen, not only in the basal cells, but also in all layers of th 
epidermis, including the stratum corneum, Many of the rete ridges were ladey 
with pigment, even to the tips of their processes, In places the pigment was so 
dense, as seen with silver nitrate stain, as to mask the nuclei of the cells, Even 
in many of the atrophic portions the basal cells were laden with pigment, Very 
lew dendritic cells were seen 

There was considerable edema of the papillary bodies and of the upper part 
of the cutis, both of which contained many large chromatophores and fixed con 
nective tissue cells laden with melanin pigment. Some of the chromatophores 
were in close relationship with dilated capillaries in the papillary bodies, The pig 


uy ae We 
” 4st 


Wrst 


Fig, 5.—Neroderma pigmentosum. Papule on abdomen stained with hema 
toxylin and eosin, There are marked atrophy of the epidermis with irregular pro 
liferation of the rete ridges and a tendency toward anastomosis, edema of the papil 
lary bodies and an engorged blood vessel in the medcutis; & 100, 


ment in the cutis was seen only in the portions in which it occurred in the ep! 
dermis, Stains for hemosiderin gave negative results, In a few places there was 
dilatation of the capillaries and lymphatic vessels in the papillary bodies and in the 
upper part of the cutis, There was a perivascular infiltrate, varying in degree, 
limited to the upper part of the cutis and composed chiefly of lymphocytes, A few 
polymorphonuclear leukocytes, plasma cells and mast cells were present, There 
was some homogeneization of the connective tissue in the pars papillaris, The 
elastic tissue was frayed and splintered in the upper part of the cutis and in the 
papillary bodies, and was decreased or absent where there was infiltrate, There 
were long, parallel strands of elastic fibers in the midcutis, possibly increased in 
amount, and fragmentation of the fibers in the deeper part of the cutis, With 
special stains, no elacin, collacin or collastin was seen, In other words, there 
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were no changes in the connective or elastic tissue such as are seen in so-called 


enile atrophy of the skin. Some atrophy of the walls of the hair follicles and 


of the sweat glands was evident, but no definite changes were seen in the sebaceous 
vlands 

Because of the unusual appearance of the papules on the abdomen, frozen sec 
tions made from the specimen taken from this region for biopsy were stained for 
amyloid, with negative results, In these sections, however, there was tremendously 
irregular proliferation of the rete ridges in narrow strands, many of which anas 
tomosed with each other to present a netlike arrangement, simulating the loose 
network type of verruca senilis (fig, Oa of Hookey’s® article), In the epidermis, 








Vig, 6.—Xeroderma pigmentosum, Section from abdomen stained with elastin 
H. Karly changes may be seen, Long, narrow rete ridges are compressed as a 
result of edema in the papillary bodies, There are intracellular edema in the epi 
dermis, pigment in some of the basal cells and fraying and splintering of the elastica 
in the cutis, without destruction, The histologic picture is suggestive but not diag 
nostic: & 150, 


as a whole, there was a considerable amount of atrophy. Paraffin sections pre 
ented a similar picture, but in a much less marked degree (fig. 5). Here it was 
apparent that the nonpigmented papules seen clinically were the result of edema 


2. Hookey, J, A Keratoma Senilis and Verruca Sinilis \ Clinical and 
Histopathologic Study, Arch, Dermat, & Syph, 28:946 (May) 1931 





INCTHT AS Ob DERMATOLOG) IND SYVPHILOLOGS 


to the papillary bodies, together with irregular proliferation of the rete ridg: 

The latter revealed a tendency toward anastomosis deeper in the cutia, The oth 
changes were similar to those seen in sections from the neck The pigment conten 
of the epidermis as a whole was greatly decreased, although, again, spotted pi 

entation with melanin was seen, especially in the basal cells of the rete ridge 

\ few relatively small chromatophores, laden with melanin, were found ins th 
papillary bodies, At some distance from the papule there still was edema of th: 
papillary bodies, and long, narrow rete ridges resulted therefrom (fig, 6) Ther 
were some trayving and splintering of the elastic tibers where edema in the euti 
was present, There was no increase in connective tissue, as has been deseribed 
by some authors, nor was there any evidence of so-called senile atrophy of th 
skin, Sections stained with mucicarmine revealed slight deposits of mucin about 
the blood vessels in the upper part of the cutis, and about the hair follicles and 
sebaceou wlands 


hig, 7 Lentigo, Section from arm of a patient aged 61, who clinically and 
histologically also presented changes of senile atrophy, There is spotted melanin 
pigmentation in the basal cells of the epidermis, and in chromatophores in the cutis 
Atrophic and proliferative changes in the epidermis, as seen in) xeroderma pig 


) 
mentosa, are absent. Stained with silver nitrate and hematoxylin; »” 200 


That the atrophy of the epidermis, which was a striking histologic feature, wa 
Hot definitely recognized clinically is explained by the preservation of the stratum 
corneum, the edema of the papillary bodies and the anchoring of the epidermis by 


the epithelial ridges, so that no depression or wrinkling of the epidermis resulted 


HISTOPATILOLOGLH PEATURES 


Whereas the clinical pieture of xeroderma pigmentosum is usually 


clagnostic, mild or abortive cases, such as the one reported, may present 


considerable difficulty in diagnosis We believe that the diagnosis 
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usually can be settled by mieroseopie study, providing that a suitable site 
for biopsy is taken, The specimen taken for biopsy should inelude, i 


possible, a region of pigmentation, with an adjacent region of atrophy 


or telangiectasia 

The diagnostic histopathologic features, as seen in our case and also 
in several others we have studied, consist of relative and absolute hyper 
keratosis; a varying degree of atrophy of the prickle cell layer, especially 
over the papillary bodies; irregular proliferation and prolongation ot 
the rete ridges; intracellular edema of the cells of the epidermis, with 
pyknosis or karyorrhexis resulting therefrom; edema of the papillary 
hodies and upper part of the cutis, with resultant narrowing of the rete 
ridges; some dilatation of the superficial vessels; a varying degree ot 
perivascular infiltrate; a spotted melanin pigmentation of the epidermis, 
and, in the upper part of the cutis, chromatophores laden with pigment 
(fiys. 36, 4, 5 and 6, and Gans’ ® fig. 61). No other condition that we 
know of will give a similar combination of histopathologic changes, In 
the early, erythematous stage of the disease not all of these changes will 
he seen, and at this stage the microscopic picture may be only suggestive 
rather than diagnostic (fig. 6). Furthermore, a section for biopsy 
should not be taken from a verrucose lesion or tumor, for the malignant 
growths that arise in lesions of xeroderma pigmentosum do not differ 
from similar lesions seen among persons not afflicted with the disease, 
whether they are epitheliomas of various types, as usually happens, o1 
whether they are melano-epitheliomas, sarcomas or even endotheliomas, 
as occasionally have been reported. Gans deseribed and considered in 
detail the histologic changes seen in various stages of the disease 


(ther authors ° emphasized various changes either in the cutis or in the 


1, Gans, Oscar Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925 
vol, 1, p, 189 (xeroderma pigmentosum) ; p, 197) Clentigines) 

1, Lowenbach, Georg: Neroderma Pigmentosum, in Mracek, Franz: Hand 
buch der Hautkrankheiten, Vienna, A, Holder, 1904, vol, 3, p, 240, Nicolas, J 
Favre, M,, and Dupasquier, D Du cancer mélanique dans le xeroderma pigmen 
tosum, Ann, de dermat, et syph 8:457, 1927, Schonnefeld, Rol Ueber Nero 
derma pigmentosum, Arch, f, Dermat, u. Syph, 104:46, 1910, Taylor, R. W 
Neroderma Pigmentosum and Its Relationship to Malignant New-Growths of the 
Skin, M. Ree, 88:261 (March 10) 1888 

5, Councilman, W. T., and Magrath, G. Bo: The Lesions of the Skin and the 
Tumor Formations in Neroderma Pigmentosum, J. M. Research 24:331 (Oet,) 1909 
lriehoes, Walther Grundriss der Tistopathologie der Hautkranheiten, ed 2, 
Leipzig, F.C. Wy Vowel, 1924, p, 182.) Kyrle, Joset Vorlesungen uber Piste 
biologie der mensehlichen Haut und irhrer Erkrankungen, Berlin, Julius Springer, 
1925, vol. 1, p. 87 Clentigines); p. 89 (xeroderma pigmentosum), MeCarthy, Lee 
Histopathology of Skin Diseases, St. Louis, ¢ \ Mosby Company, 1931, )) 1s 
Rich, A, Ro: Davison, W. C., and Greene, C, H Neroderma Pigmentosum: A 
Clinical and Pathologic Report of One Case, Bull, Johns Hopkins Hosp, 381285 
(Sept.) 1924. Unna, PL G The Histopathology of the Diseases of the Skin 
New York, The Macmillan Company, 1896, p, 724 
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epidermis \uthors of most modern textbooks of dermatology, how 


ever, have failed to emphasize the diagnostic value of biopsy ; Stelwagon 


even expressed the view that there is no distinetive pathologic picture 


of the disease 
DIPEFERENTIALI DIAGNOSIS 


Concerning the diagnostic microscopic features of the disease, we 
have purposely omitted mention of the changes seen in the connective 
and clastic tissues; often these are comparable to so-called senile atrophy 
of the skin. These changes were not present in our ease and are not 
essential parts of the pathologie process, although they are frequently 
wen, Many of the cases reported in the older literature as starting in 
adult lite, and especially those in which the patients have been in the 
later decades of life, on analysis must be regarded as cases of senile 
atrophy of the skin (Unna’s sailor skin) with development therefrom 
of senile keratosis and epithelioma, However, cases of xeroderma pig 
mentosum, true both clinically and histologically, have been reported as 
starting in the late decades of life.’ 

We had the opportunity of studying histologically a case of xero 
derma pigmentosum which afflicted a man aged 60, who came to the 
Mayo Clinic because of hepatitis and cirrhosis. The patient had mottled 
pigmentation of the extremities and face, of unstated duration, which 
the internists first interpreted as evidence of possible hemachromatosis. 
\ specimen from a pigmented macule on the hand taken for biopsy 
revealed a typical histologic picture of xeroderma pigmentosum, similar 
to that seen in figure 3. There were also degenerative changes of the 
connective and elastic tissues, with formation of elacin, collacin and 
collastin, namely, the changes seen in senile atrophy of the skin. The 
pigment in the skin was melanin and not hemosiderin. 

In cases of senile atrophy of the skin, there may be histologic 
evidence of marked atrophy of the epidermis, but the irregular prolifera- 
tion of the rete ridges and other changes just described as characteristic 
of xeroderma pigmentosum will not be evident. 

Clinically, our case might have been confused with an extensive case 
of lentigines, Histologically ( fig, 7), there are no appre ciable atrophic 
changes in the epidermis in lentigines, nor is proliferation of the rete 
ridges or edema and inflammatory changes in the cutis present to any 


6. Stelwagon, H. W.: A Treatise on Diseases of the Skin, ed. 8, Philadelphia, 
W. B. Saunders Company, 1916, p. 929, 
7. Nicolas, Joseph, and Favre, M.: Deux observations pour servir de con- 


tribution a l'étude clinique et histologique du xeroderma pigmentosum, Ann. de 
dermat. et syph. 37:536, 1906. 
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degree.” Arsenical pigmentation” is readily distinguished from other 
cutaneous conditions by the demonstration of arsenic in the tissues, and 
the absence, histologically, of proliferation and elongation of the rete 
ridges, In lesions of verruca senilis, with which the lesions on the 
abdomen might have been confused clinically, there are no atrophic 
changes in the epidermis 
hRTIOLOGY 
10 


referred to the work of Siemens and Wwohn, who reported 


333 cases of xeroderma pigmentosum occurring in 222 families; there 


were recessive mendelian heredity and consanguinity of parents in 25 per 


Dariet 


cent of them cases The onset of the disease in & of 10 cases is within 
the first three years of life; exceptionally, after puberty. There ts 


' ~~ LLesions rarely oceur on the 


abnormal sensitivity to the sun's rays.' 
trunk or covered surfaces of the body. No photodynamic substance has 
ever been demonstrated, either hematoporphyrin or other substances 


Llowever, recent stucies '" 


in photosensitization have shown that nor 
mally there are present in the blood, tissue fluids and cells, photodynamic 
substances which, when they absorb certain frequencies of radiant 
energy, produce a large amount of electrochemical energy, which in turn 
is capable of inducing an inflammatory reaction in the tissues. Marten 
stein and Bobowitsch '* have clearly shown that there 1s a normal reaction 
in xeroderma pigmentosum to visible spectrum and heat waves and to 
various chemicals. In the early stage of the disease there is hyper- 
sensitivity to ultraviolet light, with a reaction that is strong but delayed 
as compared to that of normal skin, later a normal but delayed reaction 
and finally a weakened or absent reaction. They also found, in cases 
of long duration, that the resistance of the skin to ultraviolet rays is 


apparently definitely increased, not only in the xerodermatic skin but 


also in the nonxerodermatic skin of the same person. Their patients 


8. Gans (footnote 3). Frieboes (footnote 5, second reference ). 

9, Montgomery, Hamilton, and O'Leary, P. A.: Pigmentation of the Skin 
in Addison’s Disease, Acanthosis Nigricans and Hemochromatosis, Arch. Dermat. 
& Syph. 21:970 (June) 1930. 

10. Darier (footnote 1, second reference). 

11. Corlett, W. T.: Xeroderma Pigmentosum Following Severe Sun Exposure, 
with Report of Two Cases, J. Cutan, Dis. 33:164 (March) 1915. Per, M.: Xero 
derma Pigmentosum (Kaposi): Report of a Case, with Special Reference to 
Clinical Features and Pathogenesis, Brit. J. Dermat. 38:241 (June) 1926. Gans 
(footnote 3). Kyrle (footnote 5, third reference). 

12. Woodbury, F. T.: Photosensitization, and the Antagonisms and Protagon- 
isms Between the Various Parts of the Electromagnetic Spectrum, Physical Therap 
47:670 (Dec.) 1929, 

13. Martenstein, Hans, and Bobowitsch, Anna: Ueber Strahlenempfindlichkeit 
bei Xeroderma pigmentosum (Untersuchungen an einem weiteren Fall), Arch 
1, Dermat. u. Syph. 150:165, 1926, 
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also had hypersensitivity of varying degree to roentgen rays and alph: 
rays. Darier regarded the vulnerability of the skin in the disease linkec 
to a state of degeneration analogous to presenile and senile dystrophy 
radiodermatitis and arsenicism. 

In our case there was no family history of xeroderma pigmentosum 
affecting the parents or grandparents, or of consanguinity. The mild 
freckling of the face experienced by the patient’s brother and sister, 
although suggestive, can scarcely be accepted as definite proof that they 
too had xeroderma pigmentosum. The decrease in prominence and 
number of freckles on the cheeks, which were covered with rouge and 
powder, is worthy of mention from the standpoint of treatment. No 
opportunity was afforded for studies regarding sensitivity to ultraviolet 
rays or to photodynamic substances. It is difficult, however, to attribute 
the nonpigmented papular lesions on the abdomen to any direct or 
indirect action of light. It would be necessary to assume that substances 
in the skin are activated or chemically changed by the electrochemical 
energy liberated by photodynamic substances in the areas exposed to the 
sun, and that from the exposed portions the substances are transported 
by the blood to the covered portions of the body, and in this way lesions 
on the abdomen are produced. If the epidermal changes are regarded as 
being secondary to the edematous changes and vascular dilatation in 
the cutis, there is further support for the theory of photodynamic action. 
It is much more likely, in our case, that the etiology is linked with an 
epithelial, nevoid disturbance of the skin, as suggested by Unna. This 


is borne out by the similarity of the microscopic picture seen in the 


frozen section made from a lesion on the abdomen to that of verruca 
senilis, and by the epithelial proliferation from the walls of a hair 
follicle (fig. 4), which some might regard as tricho-epithelioma. The 
various unknown factors concerned with malignant conditions in general 
must also be considered. 

Senile atrophy of the skin was not seen in our case. This does not 
exclude, however, the prominent part that senile changes in the skin and 
sensitivity to light may play, in many cases, in the course of the disease 


and in the development of malignant growths. 


PROGNOSIS AND TREATMENT 
The severity of the disease varies with the individual case. Cases of 
xeroderma pigmentosum have been reported in which epithelioma or 
other neoplasms did not develop or developed only in late adult life.’ 
The prognosis in our case, however, must be guarded, even though the 
condition has existed at least fifteen years and probably since childhood 


without a frankly malignant condition developing. 


14. Louste; Cailliau; Ducourtroux, and Lotte: Xeroderma pigmentosum tardif, 
Bull. Soc. frang. de dermat. et syph. 34:69 (Feb.) 1927. 
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The epithelial proliferation about the walls of a hair follicle (fig. +) 
could readily be interpreted as a basal cell epithelioma of a low grade of 
malignancy. ‘That practically all of the proliferating basal cells had 
retained their ability to produce melanin pigment, and that few mitotic 
figures were present spoke for the high degree of differentiation of the 
cells and warranted our hesitancy to regard this as an early “skin 


cancer.” The cells were more nearly comparable to those seen in tricho- 


epithelioma or in epithelioma adenoides cysticum, both of which usually 


have a benign course. In a letter just received, two vears after examina- 
tion, the patient stated that there had been no increase in pigmentation 
of the skin or development of new lesions, although she had failed to 
take any special care regarding exposure to the sun. She was again 
advised to continue the liberal use of rouge and powder on all exposed 
surfaces, and to protect herself from exposure to the sun's rays. She 
was also advised to use an ointment containing sodium naphthol- 
sulphonate as a protection against the sun’s rays 


SUMMARY 

A mild case of xeroderma pigmentosum, affecting a woman aged 32, 
is reported. The condition started, apparently, when the patient was 17, 
although possibly in early childhood. No ulcerations or neoplasms were 
present. Diagnosis was established only by histopathologic studies. The 
latter may be diagnostic if a suitable site to take a specimen of tissue for 
biopsy is chosen. The nonpigmented, papular lesions on the abdomen, 
which histologically, however, gave evidence of decreased but spotted 
pigmentation, and other changes typical of xeroderma pigmentosum were 
unusual. The various etiologic factors and theories regarding the dis- 
ease are considered, especially in regard to the case reported. So-called 
senile atrophy of the skin and sensitivity to light or increase in pigmen- 
tation of the skin from exposure to light are not necessarily primary 
etiologic factors in the disease. -We believe that many mild cases of 
xeroderma pigmentosum are unrecognized, and that usually they are 
erroneously diagnosed as lentigines. It is important to recognize such 
cases in order that the patients may be warned of the danger of the 
development of a malignant condition, and that they may be instructed 
to protect themselves from the sun and especially from ultraviolet rays. 





HODGKIN’S DISEASE OF THE SKIN 
REPORT OF A CASE 


JAMES R. LISA, M.D. 
NEW YORK 
Cutaneous lesions occur in approximately 25 per cent of the cases of 
tlodgkin’s disease, and in 10 per cent they are the presenting symptoms. 
Most of the lesions do not have the characteristic histology, but are 


nonspecific granulomas. A small number are definitely the lesions of 


Hodgkin's disease. 

The case reported here has several points of interest: 1. The 
cutaneous lesion was the presenting symptom. 2. Although there were 
many subcutaneous nodules, the arms and legs were involved by a 
curious diffuse lesion. 3. The glandular involvement, although general, 
was only moderate in size. 4. The typical histology was present, both 
in the glands and in the skin. 


REPORT OF CASE 

A white man, 56 years old, was admitted to the service of Dr. John Carroll at 
the City Hospital on March 8, 1927, because of extreme weakness and loss of 
weight. He had lost weight for six months, and three months prior to admission 
nodules had appeared on the trunk. No other relevant fact could be elicited. He 
was extremely emaciated and weak. On the face were large fungoid-like masses 
with ulcerated surfaces. Scattered over the entire body—on the scalp, trunk and 
thighs—were innumerable subcutaneous masses, varying in size from that of a pea 
to that of a walnut, some slightly tender and some with a marked degree of hemor- 
rhage. The skin over the anterolateral and posterior aspects of the upper part of 
the arms and forearms and the anterolateral aspects of the legs was pigmented a 
deep brown-gray, was inelastic and was so nodular that it gave a cobblestone 
appearance. 

The cervical and axillary glands were moderately enlarged, discrete, not attached 
to surrounding structures and slightly painful. Masses were not palpable in the 
abdomen. Roentgen examination revealed no enlargement of the mediastinal glands 

The course was progressive, and death occurred on March 27. The temperature 
varied from 97 to 99.2 F. 

Autopsy.—All glands were only moderately enlarged and had the histologic 
characteristics of Hodgkin’s disease. Nodules were found in the heart, liver, 
kidneys and suprarenals 

From the Pathological Laboratory, City Hospital, W. I., Department of 


Hospitals. 
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The skin of the arm presented an interesting picture. On incision it cut wit! 
the resistance of cartilage and was firmly resilient; the cut surface had a homo 
geneous, waxy translucence. Histologically the epidermis was preserved but 


The dermis was diffusely involved by a dense sheet of extremely cellular 


atrophic. 
structure, with a fine intercellular network and a sprinkling of lymphocytes and 


polymorphonuclears. Monocytes with horseshoe nuclei were present in small 


numbers, also typical Reed-Sternberg cells. An occasional mitosis was found. 


The diagnosis was Hodgkin's disease. 





NEUROTROPISM OF SPIROCHAETA PALLIDA 


EXPERIMENTAL STUDIES WITH SPECIAL REFERENCE TO ASYMPTOMATIC 
SYPHILIS OF MICE 


GEORGE W. RAIZISS, Pu.D. 
Professor of Chemotherapy, Graduate School of Medicine, University of 
Pennsylvania 
AND 
MARIE SEVERAC, M.D. 


PHILADELPHIA 


As early as 1914 Levaditi and Marie ' came to the conclusion, mainly 
as a result of experimental studies on rabbits, that there exist two dis- 
tinct strains of the spirochete of Schaudinn, the dermotropic and the 
neurotropic varieties, characterized by affinity for the cutaneous tissue 
and for the nerve tissue, respectively. Levaditi isolated what he believed 
to be such a neurotropic strain, which differed somewhat in its effect on 
the rabbit from the behavior of usual (dermotropic) strains. However, 
it was subsequently found by several investigators ( Jahnel,? Klaren- 
beek,’ Plaut and Mulzer*) that the neurotropic strain of Levaditi was 


very similar to Spirochaeta cuniculi (the spirochete of spontaneous rab- 


bit syphilis), and it was suggested that the rabbits originally used by 


Levaditi might have been harboring such spirochetes. Mulzer * later 

The experimental work was done at the Dermatological Research Labora- 
tories, Philadelphia. 

1. Levaditi, C., and Marie, A.: Le tréponéme de la paralysie générale, Compt. 
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isolated a strain of Spirochaeta pallida that he believed to be neurotropi: 
on the basis of observations made on the spinal fluid. These results 
however, have also been invalidated to some extent by ‘the discovery oi 
spontaneous encephalitis in rabbits (Pette*). Thus, experimental inves 


tigation has failed to furnish conclusive evidence of the existence of a 


neurotropic strain; nevertheless, certain clinical considerations speak 


in its favor, such as, for instance, cases in which tabes or paralysis 
developed in several persons as a result of infection at the same source, 
the fact that tabes and paralysis are rare in tropical countries where 
syphilitic lesions are usually severe, and similar phenomena. 

\ new and promising method of studying the neurotropic properties 
of Spirochaeta pallida became available in 1926 when it was discovered 
by Kolle and Schlossberger * that rats and mice, previously thought 
refractory to the syphilitic virus, are capable of harboring an asympto- 
matic infection, transmissible to the rabbit. These findings were soon 
confirmed by other workers ( Lepine,” Kritschewski,’® Levaditi,’? Li Yuan 
Po'* and others). It was found by Gastinel and Pulvenis '* that 
asymptomatic infection can be produced in mice by using chancres of 
rabbits infected directly from man, and Mulzer and Hahn,'* as well as 


Lenartowicz,'* were able to produce such an infection directly from 
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man to mouse, Lenartowicz finding positive results in about 11 per cent 
of his cases, while strains that had been carried through the rabbit gave 


positive results in from 75 to 90 per cent of cases. 


Microscopically, spirochetes have been detected in the internal organs 
of mice affected with the asymptomatic infection by Jahnel and Prigge ; ** 
in a very few instances they found spirochetes in the lymph nodes and in 
the kidneys of the mouse, but were not able to observe them in the brain. 
Li Yuan Po,'* on the other hand, was unable to determine the presence 
of spirochetes in the tissues and organs of syphilitic mice by histologic 
methods. 

Schlossberger ** said that the time necessary for the spirochetes to 
penetrate from the site of infection to the lymph nodes of the mouse is 
twenty-four hours, and that it takes about three weeks for them to pene- 
trate into the brain. He reported in 1929'* that two strains of spiro- 
chetes had been kept alive by him for two years and a half by means of 
passage from mouse to mouse. 

Bessemans and de Potter,’* as well as Schereschewsky,*’ have 
reported primary lesions in mice at the site of inoculation (base of the 
tail) with emulsion of rabbit chancre. None of the other investigators 
has observed such phenomena, however, and in a later communication 
Bessemans and de Potter ** reported that they had not been able to 
duplicate their results, and that they regarded the occurrence as 
exceptional. 

\ beginning has also been made in applying the new method to 
chemotherapeutic investigation: Kritschewski and Friede ** have found 
that treatment with stovarsol (acetarsone) renders sterile the brain and 
organs of syphilitic mice; in their experiments it was not possible to 


16. Jahnel, F., and Prigge, R.: Ueber den histologischen Nachweis der Spiro- 
chaete pallida in Organen syphilisinfizierter Mause, Deutsche med. Wehnschr. 
55:694, 1929. 

17. Schlossberger, H.: Experimentelle Untersuchungen tiber das Ejindringen 
der Syphilisspirochaten in das Zentralnervensystem von Mausen and Kaninchen, 
(rb. a. d. Staats-Inst. f. exper. Therap., 1928, no. 21, p. 344. 

18. Schlossberger, H.: Ueber das Verhalten der Syphilisspirochiten im Mause- 
organismus bei Passagen, Med. Klin. 25:307, 1929. 

19. Bessemans, A., and de Potter, F.: Manifestation syphilitique primaire et 
transmissible chez la souris blanche, syphilis apparente et inapparente, Compt. rend. 
Soc. de biol. 104:818, 1930. 

20. Schereschewsky, J.: Spirochatenhaltige ulzeropustul6se Veranderungen bei 
der weissen Maus, hervorgerufen durch Kulturimpfungen, Deutsche med. Wehn- 
schr. 55:17, 1929. 

21. Bessemans, A., and de Potter, F.: Note complémentaire sur la syphilis 
apparente de la souris, Compt. rend. Soc. de biol. 107:279, 1931. 

22. Kritschewski, I. L., and Friede, K.: Experimentelle Syphilis des Zentral- 
nervensystems: III. Ueber die Prophylaxis der Syphilis des Zentralnervensystems 
der Mause durch das Stovarsolan, Klin. Wehnschr. 8:1667, 1929. 
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determine whether the destruction of the spirochetes occurred before 
or after their penetration into the central nervous system. But the later 
experiments of Horster** showed that acetarsone was capable oi 
destroving the spirochetes either before or after their penetration into 
the central nervous system, while no other drug could do this. These 
results, it is interesting to note, are in agreement with those found by 
us by an entirely different method—inoculation of the rabbit with Spiro- 
chaeta pallida intraspinally and injection of acetarsone intravenously.** 

But perhaps the most direct light on the subject of the neurotropism 
of Spirochaeta pallida resulted from still another series of experiments 
performed by Schlossberger.'* The fact that the spirochetes were found 
to persist in the brain of the mouse for long periods suggested to him 
the possibility that as a result of a prolonged sojourn in the nerve tissues 
of the mouse the spirochetes might acquire neurotropic properties that 
would render them capable of penetrating into the central nervous sys- 
tem of rabbits also. This suspicion was brilliantly verified in a series of 
experiments in which the brain of a syphilitic mouse was transferred 
to normal rabbits; the resulting chancres were transferred to rabbits, 
and their brains were transplanted intratesticularly into normal rabbits. 
In a considerable proportion of these animals typical chancres developed. 
The strain was carried through four passages from rabbit to rabbit by 
means of transplanting the brain substance, which proves definitely that 
the sojourn in the brain of the mouse resulted in the acquiring of neuro- 
tropic properties by the spirochetes. The striking character of these 
results will be best appreciated by experimenters who have been trying 
for years to detect the presence of spirochetes in the central nervous 
system of rabbits without success. Thus, we have had syphilitic rabbits 
inoculated intraspinally and kept under observation for from one to 
four years. No manifestations of neurosyphilis have been observed, 
although nodes and chancres of the testicles with numerous spirochetes 
developed, as well as various generalized manifestations, such as ulcers, 
containing spirochetes, on the tail and legs and considerable loss of hair 
around the nose and eyes. When the animals were killed, transplants 
of the internal organs, such as the liver and popliteal nodes, showed 
spirochetes, while those of the central nervous system vielded negative 
results.** Histologic examination of the brains of these rabbits did not 
disclose any pathologic changes in the tissues.*° 


23. Horster, H.: Tierexperimentelle Untersuchungen tiber die Wirksamkeit 
von Spirocid gegentiber der luetischen Infektion des Zentralnervensystems, Med 
Klin. 27:511, 1931. 

24. Raiziss, G., and Severac, M.: Chemotherapeutic Studies Concerning the 
Penetration of Organic Compounds of Arsenic into the Cerebrospinal System, 
Arch. Dermat. & Syph. 22:1031 (Dec.) 1930; Chemotherapeutic Studies of Acet- 
arsone (Stovarsol), Arch. Dermat. & Syph. 25:799 (May) 1932. 


25. Winkelman, N.: Personal communication. 





RAIZISS-SEV ERAC—NEUROTROPISM OF SPIROCHETE 


In view of the fundamental importance of these researches for the 
experimental study of syphilis, and believing that in future chemothera- 
peutic researches extensive use will be made of these new methods, we 
have performed further experiments on asymptomatic syphilitic infec- 
tion of mice, with special emphasis on the study of the penetration int 
the brains of rabbits of spirochetes that have acquired this neurotropic 
property as a result of their sojourn in the brains of mice. It must be 
pointed out, however, that we use the term neurotropic not in the originai 
sense of Levaditi, to designate affinity for nerve tissue and neutrality 
toward cutaneous tissue, but rather to express the fact that the 
spirochetes in question, in addition to producing the usual (and marked ) 
syphilitic lesions, have acquired the additional and important property 
of penetrating into the brain of the rabbit and persisting there with 
full conservation of their virulence. 


Results of Infection of Rabbits with Internal Organs of Mice with Asymptomati 
Syphilis 


Number of Days 
After Infection 
Number of That Organs 
Mouse Were Removed Brain l Popliteal Nodes 


118 


y 


Percentage of positive results 


denotes large testicular chancre or syphiloma in the rabbit with mumerous very active 
spirochetes; denotes absence of lesions and spirochetes. 
EXPERIMENTS 
The method of inoculating the mice was as follows: The testicl 
of a rabbit bearing a large chancre that contained numerous verv active 
spirochetes was removed under sterile conditions ; the chancrous tissue 
was excised and ground up into a very fine pulp, to which 5 cc. of sterile 
salt solution was added to render the ground tissue aspirable into a 
Luer syringe to which a large needle was attached (13 gage, 1 inch 
length). Of the resulting semiliquid pulp, 0.2 cc. was usually injected 
subcutaneously into the back of the mouse. It will be noted that this pro- 
cedure differs from the original technic of Schlossberger, who infected 
the mice by introducing a piece of chancre under the skin of the back. 
Our technic was designed with a view to bringing the maximum number 
of spirochetes into as close a contact as possible with the body tissues of 
the mouse, and the uniformly satisfactory results that we have obtained 
seem to justify this procedure. 
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Thirteen mice were infected in this manner. Four of this number 
died intercurrentiy ; nine survived, and were killed at intervals ranging 
from one hundred and eighteen to one hundred and sixty-seven days 
from the time of infection. Emulsions were then made of their internal 
organs (brain, liver, spleen and popliteal nodes), and these were injected 
into the testicles of normal rabbits. The table summarizes the results 
obtained ; it is seen that in no case were all of the organs sterile ; in other 
words, all of the mice became infected. No outward signs of the infec- 
tion were observed, the mice remaining entirely free from syphilitic 
lesions. Thus the infection must be characterized as asymptomatic. 


Mouse No | Mouse No | 
Infected with Nichols’ strain Infected with Nichols’ strain 


Rabbit No 2436 Rabbit No. 2436 


2850 2851 2852 2867 2868 2869 2870 982871 = 2872 2848 


A 


B 
Rabbit developed Rabbit developed 
chancre 7 (0) Rabbit died & chancre (0) Rabbit died 


Rabbit remained Rabbit still under Rabbit remained Rabbit still under 
normal observation normal observation 


Inoculation with Inoculation with Inoculation with Inoculation with 
brain tissue chancre tissue —— brain tissue chancre tissue 


Fig. 1.—Results of inoculation of rabbits with brain tissue of rabbits inoculated 
with spirochetes derived from the brains of syphilitic mice. In the experiments 
shown in A, the virus was carried by brain material alone, while in those represented 


in B, chancre material was used in one passage. 


It is of special interest that the results of inoculation of rabbits with 
the brain emulsion of syphilitic mice were positive (chancres at the site 
of inoculation) in a high percentage of cases (87 per cent). In order to 


test whether the spirochetes from the brains of mice had become neuro- 


tropic, we inoculated other rabbits with brain tissue of rabbits inoculated 


with spirochetes derived from the brains of syphilitic mice ; we obtained 
chancres at the site of inoculation in a large number of cases. Figure | 
summarizes the results of these experiments in diagrammatic form. 








lei 
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Figure 1 4 pictures an experiment in which the syphilitic virus has been 


carried by the transference of brain tissue alone in three successive 


passages (mouse to rabbit, rabbit to rabbit, and rabbit to rabbit). In 


figure 1B an experiment is represented in which one of the passages 
was by means of material from a chancre, the other two being by means 
of brain tissue. We note that in the original experiment of Schloss- 
berger one passage by chancre material was included among. several 
passages by means of brain tissue. It is seen from figure 1 4 that the 
spirochetes possessing the neurotropic property can be carried from rab- 
hit to rabbit by transference of brain tissue alone, the total result being 


that the neurotropic strain may be carried from animal to animal by 





Fig. 2—-Large chancre appearing after seven weeks on the scroium of the 
right testicle of rabbit 2436, which was inoculated intratesticularly with the brain 
emulsion of mouse 1. Dark-field examination revealed numerous active spirochetes. 


means of either chancre material or brain tissue with conservation of its 
neurctropic property. Photographs of testicular lesions obtained after 
inoculation of rabbits with the internal organs of mice with asymptomatic 
syphilis are reproduced in figures 2, 3 and 4. 

The results of our experiments are, therefore, in complete agree- 
ment with those obtained by Schlossberger, and the fact that spirochetes 
that have passed through the brain of a mouse with asymptomatic syph- 
ilis acquire the ability to penetrate into the brains of rabbits and persist 
there with full conservation of their virulence thus appears to be firmly 


established. 
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“ig. 3.—Large chancre appearing after eight weeks on the scrotum of the right 
testicle and medium node in the left testicle of rabbit 2442, which was inoculated 
intratesticularly with the brain emulsion of mouse 2. Dark-field examination 
revealed numerous spirochetes. 





Fig. 4.—Large chancre appearing after eight weeks on the scrotum of the right 
testicle and medium hard node in the left testicle of rabbit 2444, which was inocu- 
lated intratesticularly with the liver emulsion of mouse 2. Dark-field examination 
revealed numerous spirochetes. 
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Perhaps the most immediate consequence is the fact that there is 
now a new method for the testing of compounds designed to attack the 
spirochetes when they have already penetrated into the central nervous 


system; it will be recalled that heretofore only indirect methods were 


available, since spirochetes could not penetrate into the central nervous 
system of the rabbit, the animal commonly used in experimental syph- 
ilis, or survive there if introduced directly. Chemotherapeutic experi- 
ments in this direction are already in progress in our laboratory 

Since we have found that the brain of a rabbit inoculated with the 
brain emulsion of a syphilitic mouse contains spirochetes in more than 
85 per cent of cases, we have made this fact the basis of a method of 
chemotherapeutic study of various compounds in respect to their ability 
to penetrate into the nervous system and to destroy spirochetes there 
present. Rabbits inoculated in the manner described with brain emulsion 
of syphilitic mice are treated, as soon as testicular lesions appear, with 
the compound under investigation. After the disappearance of the 
lesions, which takes place usually in from six to eight weeks, the animals 
are killed, and normal rabbits are inoculated intratesticularly with emul- 
sion made from the brains of the animals treated. If the result is nega- 
tive, the drug may be inferred to have penetrated into the central nervous 
system of the rabbit and to have sterilized it. 

From a more general point of view, new problems arise regarding 
the exact nature and the causes of the modification suffered by the spiro- 
chete while in the brain of the mouse, and their clarification would 
undoubtedly contributed largely to the knowledge of the morphology and 
biology of Spirochaeta pallida. 

The fact that in asymptomatic syphilitic infection of mice the spiro- 
chetes quickly disappear from the site of injection or implantation of 
material from a chancre and are thenceforward not to be found (or are 
found with great difficulty) in the organs of the mouse, although the 
infection remains strongly virulent, has been interpreted by Levaditi "' 
as supporting the view that he has recently put forward that Spirochaeta 
pallida represents only one stage in the evolution of the syphilitic virus, 
which remains for the most part in an infravisible stage. It is the 
infravisible stage that is taken to be virulent, the spirochete representing 
only a reversion to perhaps an ancestral saprophytic form; thus, there is 
evidence that the spirochete is not virulent per se, but is the form of the 
virus that causes the reaction of the tissues manifested by syphilitic 
lesions. The absence of lesions in the mouse is interpreted on the basis 
of this theory as being due to the fact that the virus does not attain the 
spirochetal stage, which alone is capable of provoking lesions, and 
remains in the infravisible state. A presentation of this theory is found 
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in a recent article by Lepine.** It is difficult to see, however, why thi 
infravisible virus, after remaining for some time in the brain of the 
mouse, should, when transplanted to the rabbit, give rise to spirochetes 
possessing the unusual property of penetrating into the nervous system 


of rabbits and persisting and multiplying therein. 


SUMMARY 

Thirteen mice were inoculated with chancre emulsion of syphilitic 
rabbits; four of these died intercurrently, and the remaining nine were 
killed from one hundred and eighteen to one hundred and sixty-seven 
days after inocuiation. Emulsions of their internal organs (brain, liver, 
spleen and popliteal nodes) were injected into the testicles of normal 
rabbits. It was thus shown that all of the mice became infected, 
although the infection was entirely asymptomatic in all cases. 

It is significant .that the inoculation of rabbits with emulsion made 
from the brains of the mice gave positive results in 87 per cent of cases. 
It was further shown that spirochetes that have thus passed through the 
brain of the mouse acquired the property of penetrating into the brain 
of the rabbit, since the transplantation of brain tissue of rabbits inocu- 
lated intratesticularly with such spirochetes gave positive results in a 
large number of cases. In our experiments such a neurotropic strain 
has been carried in one case through three successive passages by trans- 
plantation of brain tissue alone, while in another experiment one passage 
by means of chancre transplantation was also included. These results 
are striking, since spirochetes that have not passed through the brains 
of mice are incapable of penetrating into the brains of rabbits. 

As a result, it now becomes possible to utilize the rabbit for the 
study of the effect of various curative agents on spirochetes in the cen- 
tral nervous system. Chemotherapeutic experiments of this nature are 
now in progress in our laboratory. 

\We are led to formulate the following conclusions : 

1. The inoculation of mice with chancre emulsion of syphilitic rab- 
bits results in an asymptomatic infection demonstrated by the trans- 
plantation of their organs to normal rabbits. 

2. The transplantation of brain material of mice harboring an asymp- 
tomatic syphilitic infection vields positive results in a majority of cases. 

3. Spirochetes that have thus passed through the brains of mice 
acquire the remarkable property of being able to penetrate into the brains 
of rabbits, a property not possessed by the usual Nichols’ strain of spiro- 
chetes which have not passed through the brains of mice. 


26. Lepine, P.: A propos de cycle évolutif. Le treponeme pale, est-il viru- 
lent? Presse méd. 39:1233, 1931. 
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4. This property, once acquired, is conserved by the spirochetes after 


several successive passages, whether by transplantation of brain sub- 
stance or by that of material from a chancre. 

5. Since the spirochetes that have passed through the brains of mice 
are capable of invading the brains of rabbits and persisting there, a new 
method is indicated for the chemotherapeutic investigation of drugs 
intended to attack and destroy the spirochete after it has penetrated into 


the central nervous system of the rabbit. 


1720 Lombard Street. 





HEREDITARY MULTIPLE TELANGIECTASIA 


GOLDSTEIN’S HEREDOFAMILIAL ANGIOMATOSIS WITH FAMILIAL 
HEMORRHAGES OR RENDU-OSLER-WEBER'S DISEASE 


HYMAN I. GOLDSTEIN, M.D. 


CAMDEN, N. J. 


Multiple hereditary hemorrhagic telangiectasia, Osler’s disease or 
Goldstein’s heredofamilial angiomatosis, known and recognized for 
nearly thirty-five years as a definite clinical entity, has been studied care- 
fully and exhaustively by a number of distinguished and well known 
medical writers. 

This interesting and obscure condition, always annoying, often dis- 
abling and disfiguring, sometimes fatal and quite frequently unrecog- 
nized and wrongly diagnosed, occurs in families in hereditary fashion, 
is transmitted by both sexes and affects both male and female. Some- 
times these patients are seen first because of severe persistent and 
recurrent epistaxis; vaginal or uterine bleeding; hematuria that con- 
tinues unexplained; hemoptysis not due to rheumatism, tuberculosis, 
mitral disease, aneurysm or purpura; gastric or rectal bleeding not due 
to ulcers, a malignant condition, hemophilia, leukemia or cirrhosis, some- 
times because of severe or moderate anemia, and rarely because of 
many disfiguring “red spots” on the face and body, or intra-ocular, 
cerebral, gastric, or meningeal hemorrhage. 

This hereditary hemorrhagic (nonpurpuric and nonhemophilic) dis- 
ease has been discussed chiefly by Ullmann of Vienna (1892-1896, 1899, 
1930 and 1931), Rendu (1896), Osler (1901, 1907, 1911), Weber of 
London (1902, 1904, 1907, 1924), Fox (1908), Hanes (1909), Steiner 
(1916-1917), Fitz-Hugh, Jr. (1923, 1931), and myself (1921, 1922, 
1930, 1931); still others have written extensively on this subject. 

There are probably now about one hundred families and perhaps six 
hundred persons with “Osler’s disease,” “‘Rendu-Osler-Weber’s dis- 
ease” or “Goldstein’s heredo-familial angiomatosis with familial hemor- 
rhages” on record in the available medical literature of the world. This 


estimate includes the cases of familial epistaxis reported by Sutton 


Read before the Northern Medical Association of Philadelphia, Nov. 17, 1930 
(with lantern demonstration), and discussed before the Reichsverband Deutscher 
Arztevereine of Carlsbad, Czecho-Slovakia, Sept. 22, 1931, before the Medical 
Faculty of the University of Vienna, October, 1931, and before the Camden County 


Medical Society, May 3, 1932. 
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(1864), Babington (1865), Hutchinson (1885), Davidson (1907), 
Bramwell (1907), Ersner (1930) and Giffin (1927), the cases reported 
by Ormsby (1927), Stryker (1927), Curtius (1928), Bottema (1930). 
Kenedy (1930), Ullman (1930 and 1931), Boston (1930), Freudenthal 
(1921), Foldvari (1930), Curschmann (1930), Fitz-Hugh, Jr., (1931). 
Goldstein (1931), Hicks and Knox (1931), Waugh and Nomland 
(1931), Grey and Trow (1931), Reiniger (1931), Aubertin and Levy 
(1931), Schmitt (1931), Rosenthal (1932), and Gotsch (1932), and the 
instances of familial hematuria and hemoptysis (nontuberculous ) and 
gastric hemorrhage reported by Hurst, Attlee, Aitken, Foggie, Guthrie, 
Dickinson, Libman and Ottenberg, Boston (1930) and Richardson (1917 ). 
Recently (Rubenstone, Schmookler and Schwartz, 1931), there was a 
case (Mrs. C. G., aged 68) at Mount Sinai Hospital; [ again examined 
this patient in May, 1932, at the Philadelphia General Hospital throug! 
the courtesy of Dr. T. G. Schnabel. Another case (in a man, aged 54) 
at the Buffalo General Hospital (Russell and Maisel), two in Lodz 
(1932), studied by S. Neumark and Weisbrum, and one by Dreyfuss 
(1932) have been reported. 

Ullmann, in his paper (1930) mentioned a case of bleeding from 
the mouth and lips shown before the Vienna Dermatological Society, 
May 8, 1930, and also recalled a case in a woman (Interne Abteilung, 
Professor Lorenz, Allgemeinen Krankenhaus, 1930) who bled from 
angiomas of the bowel and died, and he stated that cases of hematemesis 
and melena are reported in the literature. He reported a case of bleed- 
ing from telangiectases on the lips and oral mucosa and from the nose. 
The mother, brother and two sisters of the patient had nosebleed. The 
mother and sister of the patient suffered from cholelithiasis, epistaxis 


and angiomatosis, resembling Emile Weil’s case, who also discussed such 


relationships. Ullmann’s first reported case (1896) was one of hem- 
optysis. He gave about fifty-five references to the literature in his 
paper (1930). His last paper appeared in October, 1931. 

Makroszites and Eigler mentioned the occurrence of angiomatosis in 
joints. 

Ullmann expressed the belief that there are one hundred families and 
far more than five hundred patients reported in the literature as suffer- 
ing from these vascular anomalies. 

The relation of angiomatosis and Recklinghausen’s disease to the 
nervous system and nevus anemicus has been noted by Sprinzels, 
Fischer, Stein, Naegeli, Weber and Cushing and others. 

Zambrini (1928) reported a case of bleeding from a laryngeal 
angioma. 

Funk (1922) reported a case of bleeding from an angioma of the 
tongue. 

Weber (1929) noted the relations of capillary hemangiectatic nevus 
and nevus anemicus to the nervous system. 
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Bachrach’s (1910) patient, a 13 year old girl, bled from the vagina 
irregularly and had hematuria. She had nevoid lesions of the womb 
presumably, a vesical angioma (the size of a cherry stone) and extensive 
nevi on the outer side of the thigh. 

Macalpine reviewed the literature on angiomas of the bladder, and 
gave twenty-three references. 

Lane’s (1895) patient, aged 3!4 years, suffered from hematuria for 
two years. Almost the whole viscus was affected with vascular masses. 
There were a number of smali cutaneous nevi over the gluteal regions. 

Berliner’s (1902) patient, a school girl aged 11 years, suffered for 
seven years from intermittent hematuria. She had numerous angiomas 


Fig. 1.—Photograph of Prof. Rudolph Schoen’s patient, of the Professor 
Morawitz Medical Clinic, Leipzig, showing telangiectases on the face. 


of the bladder, a telangiectatic angioma of the right labium majus and 
an asymmetrical face. 

In his paper on angiomas Kramer recorded one hundred and forty- 
seven cases in which 28 per cent showed multiplicity of the lesions. 

Ullmann (1930) considered “universal angiomatosis.” He included 
the first colored illustrations and photographs of these cases to be 
published in the literature in his papers (1896 and 1900). 

Varices of the bladder are very prone to be associated with similar 
lesions generally extensive, on the thighs, labia, etc., according to Macal- 


pine. It is important to differentiate cystoscopically between varices and 


angiomas, because the bleeding occurs once or twice and does not tend 
to be repeated when coming from a varix, while hemorrhage from angi- 
omas invariably recurs, is frequently profuse and may lead to fatal 
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termination (Albarran, Langhans, Scholl and Katz). Macalpine, there- 
fore, stated that tt may be considered justifiable to adopt expectant 
treatment in varices, while more radical measures are required for 
angiomas. 

Mackey collected seventeen examples of hemangioma of the kidney 
from the literature. He divided them into angiomas of (1) the renal 
pelvic wall, (2) the renal cortex and (3) the renal pyramids. He gave 
twenty-nine references to the literature. 

Mackey’s patient was a woman, aged 61, with profuse hematuria 
(right). Nephrectomy showed angioma in the wall of the pelvis at the 
opening of the superior major calix and in the adjacent minor calices. 


‘9 Pp, 
| ' 


Fig. 2—Section through an angioma; r, rete malpighii very much thinned out 
by the pressure of the tumor; sg, stratum granulosum; c, stratum corneum 
parakerototic ; p, still preserved papillae of cutis; p:, papillae of the cutis obliterated 
by pressure of the tumor; g, vessels of the angioma distended with blood; /, leuko- 
cytes about to wander through the vascular wall; k, vascular buds (beginning of 
vessels) ; gr, granulation tissue. (From Ullmann’s paper, 1900.) 


Quinby (1920) reported subepithelial pelvic hemorrhage and con- 


gestion of the renal pyramids in two cases of “essential hematuria.” 
Mackey stated that he found the same condition in eight similar cases. 
Sorst (1923) studied these renal angiomas (‘“Hdmartoma’), and 
Albrecht (1904) discussed this subject. 

Kahle spoke of malignant angiomas of hematopoiesis as a return to 
embryonic activity. 

Ewing (1918) reported cases of metastasizing angiomas in which 
death was caused by systemic dissemination of a cellular tumor com- 
posed of endothelial cells forming irregular capillary spaces. 





286 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Macalpine reported two cases of hematuria: 1. A man, aged 28, 
‘omplained of symptomless hematuria of moderate severity which 
«curred on several occasions during a period of three months. The 


bladder was healthy in every respect, except that around the left ureteric 


irifice there were three nevoid patches. These were cauterized with high 
frequency current, and the symptoms disappeared. 2. A boy, aged 14, 
had hematuria at intervals of from two to four months since birth. He 
had nine severe internal hemorrhoids and a varicocele on the left side. 
in the dorsum and lateral aspects of the glans penis, the submucous ves- 
sels were diffusely dilated, suggesting angioma. On the dorsum of the 
penis itself was a firm, slightly purplish plaque the size of a small 
iimond. On the outer side of the right thigh were two large irregular 





Fig. 3.—Section through telangiectasis from the back (T. Colcott Fox, 1908). 
!, serum; B, blood corpuscles, and C, dilated capillaries. 


angiomas. A cavernous hemangioma of the bladder wall was removed 
at operation. The boy recovered. A nevoid condition of the transverse 
colon and rectum was present. Macalpine collected nineteen cases from 
the literature. 

Jacobs and Rosenberg (1927), Morris (1901), Fukuda (1911), 
Newman (1913), Stieda (1923), Swan (1920) and others reported on 
hematuria and renal angiomas and telangiectases. 

T. Coleott Fox, late of the Westminster Hospital, London, reported 
(1908) a case of bilateral telangiectases of the trunk, with a history 
of marked epistaxis in childhood and recent rectal hemorrhage. There 
was no family history of bleeding or epistaxis. In concluding this 
report, he stated, “I hesitate to include the case in the fourth group” 
(“Osler’s disease” or “Rendu-Osler-Weber’s disease” ). 
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In the same article, Fox discussed Ullmann’s patient (Vienna), a 
servant, a woman aged 40, born of healthy parents, who came to Hebra’s 
linic in 1892. Fox traced this case from 1892 to 1899, when 


hemoptysis developed; the patient finally died of a second attack of 


pneumonia. 

Weber (1930) discussed Osler’s telangiectasis circumscripta uni- 
versalis. Osler (1907) reported such a case in a man, aged 39, large 
portions of whose trunk and extremities were sprinkled more or less 
‘losely with dark red spots, varying from 2 to 6 mm. in diameter. 
[hese spots were telangiectatic and not purpuric. Weber expressed 
the belief that his case reported previously (with Hellenschmied, 1930) 
under the name of “Telangiectasia Macularis Eruptive Perstans” is an 
extremely rare telangiectatic and relatively pigmentless variety of 
urticaria pigmentosa in an adult, as is also Osler’s case. Similar cases 
have been reported by E. Vidal and others. 

Bailey (December, 1930), of Birmingham, in his paper on 
“Hemangioma of the Kidney” spoke of small angiomas and very minute 
papillomas that can be overlooked in cases of “essential hematuria” 
and “renal purpura,” etc. He said, ““The possibilty of angiomata giving 
rise to haematuria has been recognized for a long time.” He mentioned 
Kidd, Morris, Swan, Anderson, Cabot, Fenwick, Gile, Lutz. Begg, 
Judd and Simon, Deansley and others. 

Hiibner (1922), Kramer (1904), Berliner (1902) and Bachrach 
(1910) discussed telangiectases and angiomas of the urinary bladder. 

Bailey (October, 1930) reported a case of “purpura” as an “acute 
abdominal emergency.” 

Kufs (1928) discussed “heredofamilial angiomatosis” of the brain 
and retina and its relation to skin angiomatosis. Uiberall (1930) also 
spoke of angiomatosis of the brain, and Virchow recognized this con- 
dition. Hippel spoke of angiomatosis retinae, and Pinardi (1929) 
reported a case of cavernous angioma of the tonsil. 

In the opening paragraph of his paper on “Gastric Hemorrhage 
Due to Familial Telangiectasia’” (1930), Boston stated: 

A cursory survey of the literature disclosed records of 3 cases of recurrent 
rectal hemorrhage, one of oral bleeding and one of hematemesis (!), which had 
heen accompanied by cutaneous telangiectases. Wilson gave us the first recorded 
instance of rectal bleeding from telangiectases in 1869; Fox recorded a case in 
1908 . . .; Phillips in 1908, cites . . . (a case) with hemorrhages from the 
pharynx, and possibly from the stomach. Hutchison and Oliver's patient experienced 
recurrent rectal hemorrhage and hemorrhage from other mucous membranes; and 
Pringle in describing his case alludes to recurrent attacks of vomiting blood. 


Boston further stated that the term telangiectasis has not been 
employed in connection with painless hemorrhage of either gastric or 
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rectal origin, and that “The familial etiologic nature of the disease is 
evidenced in the report of my cases, and in all records cited from the 


literature.” 


CASES OF ORAL AND NASAL BLEEDING 

My (1921) first case, was one of “oral bleeding” or bleeding from 
the tongue and lips. Coe’s first patient (Oct. 6, 1906; also later reported 
by Osler, Nov. 14, 1906) bled from the mouth. 

Sinclair (1885), of the Dundee Royal Infirmary, reported a case 
of a leather cutter, aged 24, who had suffered for many years from 
repeated attacks of epistaxis. On Aug. 19, 1885, he had severe and sud- 
den bleeding from the left nostril, which continued for a number of 
hours. He died on August 25. At autopsy a hemorrhage (34 inch long) 
was found in the gray matter of the spinal cord, disorganizing it, between 
the sixth and eighth dorsal vertebrae. 

Kelly’s second patient (June, 1906) bled from the tongue and lips. 
Phillips’ (Jan. 10, 1908) patient bled from the tongue, and from the 
roof of the mouth. The patient’s father bled from the tongue, and a 
sister died of hemorrhage from the gums. The patient’s child bled from 
“spots” on the tongue (four cases of “oral bleeding’”’). 

Ersner (June 13, 1930) stated that the fathers of two of his three 
patients (“familial telangiectasis”) had gastric hemorrhages. 

Guthrie (1902) reported twelve persons in a family suffering from 
hematuria; the third daughter of an affected mother had hematemesis 
and nosebleed but no hematuria. 

Foggie’s (1928) patient had hematuria and nosebleed, and many of 
the patient’s family bled from the tongue, nose and fingers. Rendu’s 
(1896) patient bled from the mouth, and the patient’s father was subject 
to melena. 

In discussing Phillips’ case (Jan. 10, 1908), Fox mentioned a case 
of multiple telangiectasis with bleeding from the rectum; a sister of the 
patient had had a similar condition. 

Thomson and Lamb’s (Sept., 1928) patient had severe bleeding from 
the mouth. At times blood ran “in a stream from the mouth.” Her 
father was similarly affected. One of Hanes’ (1909) patients (case 2) 
bled from the tongue, lips and left middle finger tip. 

Chauffard’s (1896) patient bled from the tip of the tongue, gums 
and palate. 

Josserand’s (1902) patient, a woman, bled from the gums and tongue. 
Harper’s patient (1929) bled from the gums and tongue and had 
black stools. Schwartz’s (1925) patient, a woman, bled from the 
tongue. 

Hutchison and Oliver reported three cases. John G., aged 49, a 
carman, bled from the gums and mouth, had some bleeding from the 
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rectuin, and vomited blood (swallowed). The patient’s father, aged 


77. bled from the gums and occasionally from the rectum. 
Sequeira’s (April, 1913) patient, a woman aged 55, bled from the 
tongue. Only one of the daughters of Pringle’s patient had occasional 


epistaxis. All the other five children were in good health. Osler 
(November, 1901) mentioned Rendu’s patient, a man aged 52, whose 
father had repeated attacks of melena. Wilson’s (1896) patient, a 
man aged 30, bled from the nose and gums (angiomas), but this was 
not a familial case. Fox’s (May, 1908) patient, Emily B., had marked 
epistaxis in childhood and recent rectal bleeding. Sigmoidoscopic 
examination showed normal mucous membranes. Fox himself ques- 
tions whether his case belongs to the “familial” type. 

Osler’s case 2 (November, 1901), a man aged 55, bled from the 
lips and nose and from “spots” on the face. In the stomach were a 
dozen round angiomas (telangiectases) and a cancer. On February 6, 
he vomited coffee-ground material. Osler said in 1904 (family X) that 
he saw a patient, aged 53, in New York, who bled from the nose, from 
spots on the face and head and arms and frequently from the mucous 
membrane of the mouth. Osler, in 1907 (family VII), said one sister 
of his patients (2 brothers) bled from the nose, and one sister bled 
from both nose and mouth. 

Jarford’s (1926) patient had recurrent (severe) hematemesis, nose- 
bleed and hematuria. 

Weber studied this subject exhaustively (from 1902 to 1930), and 
in one of his papers in 1924 discussed gastric and rectal bleeding in this 
disease. 

A number of instances of hemoptysis (Libman and Ottenberg, 
1923; Arrak 1923) and hematuria have been reported in this disease. 

Guthrie, Henle, Attlee, Hurst, Dickinson, Aitken, Foggie, Barford, 
Mayou, Apert and others have reported instances of hematuria. Per- 
haps the cases of hematuria reported by Hicks, of Boston, and Peters 
(1930), of Portland, Me., were also due to telangiectases. 

Kofller’s patient (1908) bled from the lips and nose. Langmead’s 
(March, 1910) patient bled from the tongue, nose and “spots” on the 
face. Gyessing’s patient (1916) also bled from the mouth and _ nose. 


‘ 


Pons, Meine and Blenkle’s (1929) cases of “gastrostaxis” and gastric 


bleeding, as well as those reported by Sir William Hale White, may 
have been due to telangiectases. Waggett’s (1908) patient, a man aged 
55, bled from the lips, face and nose. His sister had the same symp- 
toms. Fox (1908) in his article mentioned Anderson’s (1898) case of 
rectal bleeding and found difficulty in classifying his case; he did not 
believe his own case belonged to the “familial group.” 

soston, in his paper on “Inherited [pistaxis,’”’ mentioned Kelly's 
patient who bled from the tongue, Galloway’s (1910) patient who bled 
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from the mouth and pharynx, and Anderson’s patient who suffered 
from intermittent attacks of rectal hemorrhage. He also cited Ull- 
mann’s (1896) case of bronchial and gastric hemorrhages. At autopsy, 
small angiomas were found in the skin, bronchi, nasal mucosa, rectum, 
surface of the liver and urethra. He stated: “Goldstein (1931) found 
thirty case reports, making in all forty-one furnished by the literature.” 
However, this is wrong. Up to 1920, I found thirty-one families, and 
up to 1930, inclusive, there were about ninety or ninety-five families 
and about five hundred and fifty persons affected with this disease on 
record in the literature of the world. In his paper (March, 1930), 
3oston also mentioned instances of gastric hemorrhage and reported 


Fig. 4—Angioma in the mucous membranes of the urethra in a patient of 
Ullmann’s with bronchial and urethral bleeding. (Ueber einen Fall von Angioma- 
tosis, Festschrift zu Ehrén von Moriz Kaposi, Vienna, Wilhelm Braumiuller, 1900.) 


a case of a man aged 56. Several members of the family suffered 
from epistaxis. The man complained of constipation, attacks of ten- 


derness over the abdomen, followed by faintness, nausea and an unusual 


sense of fear. He suffered from nosebleed. Following each of the 
attacks of indefinite syncope, he experienced intense thirst and gastric 
distress, which he termed “hunger pain.” At various intervals he 
vomited blood. Before consulting Boston, he had considerable sore- 
ness in the epigastrium, with slight tenderness over the pylorus and 
gallbladder and profuse bleeding from the nose. He vomited blood- 
stained fluid for the first week while under Boston’s care. 

Fitz-Hugh, Jr. (1923) reported the case of a patient whose brother 
died of “hemorrhages from the throat,” which in all probability were 
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from pharyngeal telangiectases. He also stated that “several of the 


patients reported have had metrorrhagia and menorrhagia without any 


obvious cause, indicating the probability of telangiectases in the mucosa 
of the birth-canal.” His own patient, a woman aged 37, had metror- 
rhagia and menorrhagia at intervals from puberty until her first preg- 


nancy: she also bled from “‘spots” on her tongue and had nosebleed. 

Richardson’s (1917) patient had gastro-intestinal hemorrhages 
(melena) before epistaxis appeared. 

Giffin’s third patient, a man aged 36, bled from the nose. The 
spleen was barely palpable. There were buried and injected capillaries 
on the inferior turbinates. Petechiae (?) were present on the roof of 
the mouth and upper lip. 

Arrak’s (1926) patient, a woman aged 53, bled from the nose, finger 
and tongue. Her father died from the effects of nosebleed. Arrak 
reported another case (1923) of telangiectases and nosebleed in 
a woman aged 49, One daughter had hemoptysis about once a month; 
she died of pulmonary hemorrhage. Physicians were unable to find 
any evidence of tuberculosis, clinically or roentgenographically. 

Miller’s (May, 1923) patient bled profusely from the nose and 
occasionally from the right side of the lower lip (from a “well marked 
dilated arteriole”). He thought that the condition had followed small- 
pox three years previously. 

Semon (1907-1908) reported Phillips’ case, that of a woman aged 
56, who suffered from bleeding from the mouth and later from the nose. 
Her father suffered from violent epistaxis and bleeding from the 
tongue. Her sister died of hemorrhage of the gums. 

Gjessing’s (1916) patient (case 1), a man aged 52, bled from 
the nose, and several times had hemorrhages from the angiomas of the 
face and mouth at the same time. Most frequently he bled from the 
nose, much more rarely from the angiomas of the cheeks and of 
the tongue. He had had hemorrhages from the conjunctiva of the right 
eye three times (fifteen years before). Gjessing’s second patient, a 
man aged 30, the son of the patient in case 1, had a great deal of nose= 
bleed, and once had hemorrhage from the mouth. He had angiomas 
on the face, tongue and hard palate. The patient also had heart disease, 
hemorrhagic retinitis and severe secondary anemia. Gjessing reviewed 
the literature and the histories of eighteen reported families which he 
was able to collect from the English, French and American literature. 

One of Chiari’s patients bled from the nose and from the gums. 
Chiari (1887) reported two families suffering from hereditary hemor- 
rhagic telangiectasia. 

Chauffard’s (1896) patient, a married woman aged 50, bled from 
the nose, the frontal region near the boundary of the hair, the right 
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eyebrow, left ear, tongue, palate and gums, and the finger and toe 
Gaston (1894), Mekie (1927), Archer (1927), Foggie (1928), Gold- 
stein (1921) and others reported cerebral (meningeal) hemorrhages 
in this disease. 

Hanes (1909) reported two families. Case 2, a man of 33, a fire- 
man, a son of the patient in case 1 (a woman aged 53), had serious 
hemorrhages from telangiectases of the lips and tongue and profuse 
hemorrhages from the third left finger-nail. He had telangiectases on 
the cheeks, lips, tip of the tongue and gums, but none on the nasal 
mucous membrane. There were many smaller telangiectases on the tips 
of the fingers, and two under the third left finger-nail. The patient in 
case 3, a man aged 32, another son of the first patient, bled from telan- 
giectases of the face and lips. He suffered all his life from nosebleed, 
but there were no telangiectases on the nasal mucous membrane, 
although the capillaries were dilated. 

Laffont’s (1909) patient, a woman aged 47, had a brother who 
often spit blood, which was thought to come from the pharynx. The 
25 year old daughter of this patient had suffered from epistaxis since 
childhood, and had also had hemorrhage from telangiectases of the 
face and gums. 

De Santi (1908), in discussing Waggett’s case, said he had 
examined a patient with a similar case, a woman who had nosebleed 
but no growth or venules (nevoid tissue). She also had extensive 
hemorrhages from the bowel, but sigmoidoscopic examination showed 
a normal lower bowel. 

Conner and Bumpus discussed “essential hematuria” and its rela- 
tionship to purpura hemorrhagica (February, 1927). There was a his- 
tory in five cases (in twenty-two studied), in which members of a 
family suffered from hemorrhage, epistaxis, intestinal hemorrhage, 
hematuria and hemoptysis. Some of these cases may have been 
examples of Osler’s disease. 

Harper’s patient (April, 1929), a man of 45, bled trom the nose, 
gums and tongue. He had a large number of telangiectases on the 


cheeks, tips of the ears, gums, tongue and palate. He had also noticed 


black stools. Four of his daughters were affected, as well as his sister 
and his father. His eldest daughter, aged 18, suffered from epistaxis 
and had excessive menstruation. 

One of Steiner’s patients, Mrs. A. T., aged 33, bled from the nose 
nearly all her life; then she began to bleed from the tongue, pharynx 
and hard palate. These hemorrhages became more profuse, especially 
during eating. Another of Steiner’s patients, Mrs. D. E., aged 25, bled 
from the nose, sometimes five or six times a day. She then began to 
bleed from the tongue. One of his patients, FE. N., aged 41, bled from 
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the nose and gums. Steiner (1917) reported cases from three families 
affected with this disease and reviewed the previously reported cases, 
a total of twenty-eight families. 

Van Wagenen’s (1912) family had four affected members. One 


of the patients, aged 32, bled from the tongue and nose. Telangiectases 


were seen on the nasal mucous membrane, tongue, face and arms. 

Verneuil (May 29, 1894) discussed thoroughly “juvenile hereditary 
epistaxis,” and believed that there is a close relationship between 
epistaxis in childhood and in early youth and rheumatism occurring in 
families. He quoted Martineau as saying that ancient authors reported 
that patients who have had nosebleed in their childhood are more apt 
than others to have rheumatism. He said a history of epistaxis is 
often found in adults with tuberculosis or rheumatism. Chomel and 
Hippocrates have similarly commented on this relationship. 

Verneuil had often seen epistaxis in vigorous young persons, chil- 
dren of arthritic parents, who later became arthritic themselves; he 
had seen several who had migraine. He expressed the belief that some 
of these subjects with juvenile epistaxis often bleed later, not only 
from the nose, but from the lungs, anus and uterus, without any organic 
change. He reported a family suffering from “hereditary epistaxis.” 
He disagreed with Forgues and Besnier, who said this form of epistaxis 
in families is generally considered hemophilia. He did not believe that 
there is such a thing as “idiopathic hemophilia,” but that the cause of 
the epistaxis in his patients was “rheumatism and liver disease.” He 
mentioned a male baby who bled from the nose and anus. 

Mclver and Wilson (1929) of Philadelphia, stated that “there must 
undoubtedly be some weakness in the blood vessel wall, which may be 
either congenital or acquired” for spontaneous hemorrhage to occur. 
They discussed spontaneous rupture of the meningeal blood vessels and 
reviewed the literature. They reported fifteen cases in patients varying 
in ages from 35 to 58. 

Ormsby and Mitchell (1922) reported before the Chicago Derma- 
tological Society a case of generalized telangiectasia of twenty years’ 
duration in a woman aged 33. The entire forehead and face were 
covered with fine telangiectatic areas; telangiectases were present on the 
neck, chest, arms, fingers and palms. The mucous membrane of the 
mouth was extensively covered with fine telangiectases. Stokes thought 
this case belonged to the Osler group. Ormsby in a discussion (1922) 
stated that he had treated a group of patients with Osler’s disease 
several years before. 

Zeisler’s patient (1922) was a woman, aged 22, who had telangiec- 
tasia during pregnancy, which later disappeared. She had syphilis, but 
antisyphilitic treatment had no effect on the lesions. 
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Eigler (1930) discussed generalized angiomatosis. Moller (1930) 
wrote on familial angiomatosis of the retina and cerebellum (Lindau’s 
disease). Schugt (August, 1930) reported a rare case of angioma of 
the ear-drum, auditory canal, face, mouth, tongue, larynx and pharynx. 
Lindau (1930) discussed angiomatosis of the central nervous system. 

Levine, Andren and Homans of Boston (Oct. 23, 1930), also 
showed the close relationship of epistaxis and rheumatism in a study 
of a series of cases. I also referred to this in my paper on “Hereditary 


Epistaxis” (1930). 


Fig. 5.—Section through a telangiectatic lesion (angioma). 


DIFFERENTIAL DIAGNOSIS 


Rendu-Osler-Weber’s disease must be diagnosed on the basis of 
(1) heredity, (2) telangiectasia, in most of the cases, and (3) hemor- 


rhages, chiefly from the nose, tongue and lips, and telangiectases of the 


face and fingers. A number of instances are on record of hemorrhages 
from the pharynx, lungs, stomach, bowel, kidneys and birth canal. 

Those interested in this clinical entity may refer to my papers on 
the subject published in 1921, 1930 and 1931; to Gjessing’s paper, 
1916; to Steiner’s paper, 1917; to the paper by Weber, 1907, and to 
those of Ullmann, 1930 and 1931. 


DIAGNOSIS 
The differential diagnosis of Goldstein’s heredofamilial angio- 
matosis, Osler’s disease or Rendu-Osler-Weber’s disease, must be made 
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from hemophilia, pseudohemophilia, purpura hemorrhagica, hemacelino- 


sis (Rayer), Glanzmann’s thrombasthenia, “pseudohemophilia ex 
afibrinogenia” (Opitz and Frei), Emile Weil’s “hemogenia,” thrombo- 
penic purpura, leukemia, Frank’s aleukia hemorrhagica, anemia, primary 


hypochromic (erythronormoblastic) anemia, megaloblastic hyper- 
chromic anemia, splenic anemia, Weiner and Kaznelson’s cryptogenic 
achylic chloranemia, Emile Weil’s “hemotrypsie hémorrhagipare,” 
deficiency disease, hypertensive epistaxis, tuberculosis, malignant con- 
ditions, cirrhosis, kinetocythemia or kinetocytosis with thrombopenic 
purpura, Bernuth’s pseudohemophilia and endocarditis. _Hemotrypsie 
hemorrhagipare occurs mostly in women; there is prolonged bleeding 
time and irritractibility of blood clot. Kinetocytes are increased in 
thrombopenic purpura, and thrombocytes are greatly diminished. In 
heredofamilial angiomatosis the bleeding and clotting times are normal, 
and the blood platelets are normal. Fragility of red blood cells, clot 
retraction and blood calcium are usually normal. Both males and 
females may transmit the disease, and both sexes suffer from the con- 
dition. Kinetocytes are probably not altered. There are no “Ehrlich- 
Heinz bodies,” no “Russelschen fuchsinophilen Korperchen” (Saltykow, 
1908), or Innenkorper, or Glasskérper such as occur in severe toxic 
anemias, or “pseudospirochetes” observed (Morawitz, Grassberger, 
Demnitz, Determann). The elements of the blood are normal. Blood 
pictures may show various grades of secondary anemia. Patients do 
not bleed excessively from cuts or extraction of teeth. Telangiectasia, 
hemorrhage and heredity (not sex-bound) are the three important 
features for diagnosis in typical cases. 

Hemorrhages in Goldstein’s disease most frequently occur from the 
nose and from bleeding telangiectases on the lips, tongue, fingertips 
and mouth. Hemorrhages have been reported as occurring from the 
kidneys, bladder, bowels, uterus, bronchi, rectum and stomach, and 
meningeal and cerebral hemorrhages, as well as intra-ocular hemor- 
rhages, may occur. 

Interesting cases of familial epistaxis (with and without intra-ocular 
hemorrhages) have been mentioned by Lavrand (1885, 1886), Eche- 
varria (1887), Hutchinson (1892), Eales (1892), (Fordyce (1784) 


and Swanton (1907). They do not mention telangiectases. 


SPLENIC ENLARGEMENT 
Enlargement of the spleen rarely is noted. One of Giffin’s patients 
(1927) had a palpably enlarged spleen. Vulpian (1886) mentioned a 
tender large liver and enlargement of the spleen in a young man dying 
of epistaxis and hemoptysis (bleeding from the gums); he called the 
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condition ‘““Heémophilie.” Rosenthal’s (1932) patient had splenic enlarge- 
ment. 

One of Osler’s patients had an enlarged spleen. On the other hand, 
Ullmann’s (1930) patient had an atrophied spleen and liver. Frick’s 
(1912) patient, a man aged 50, with generalized (dilated) telangiectatic 


capillaries, had a very large spleen, three times the normal size and 


dark red, and a huge liver (carcinomatous metastases). He was seen 
in February, 1910. The first appearance of telangiectatic (dilated) 
capillaries had been noted fifteen years before, beginning on the end of 
the nose and extending over the face, neck and body. On the face 
(cheeks and forehead) the condition was purple. At autopsy on March 
11, the liver was very much enlarged (carcinoma), and the spleen was 
three times the normal size and dark red. The kidneys were enlarged 
and congested, showing dilated capillaries throughout. Dilated 
capillaries were present in the wall of the intestines. Capillary dilatation 
in the brain was probably also present. 

Fitz-Hugh (1931), in his paper on “Splenomegaly and Hepatic 
Enlargement in Hereditary Hemorrhagic Telangiectasia,” reported four 
cases. He referred to the cases reported by Roles, Curschmann, Schoen 
and Symmers. Symmers’ case was not one of Osler’s disease.  Fitz- 
Hugh did not mention the cases reported by Osler, Giffin, Vulpian and 
Frick. Vulpian’s and Frick’s cases cannot perhaps be accepted as 
typical instances of Rendu-Osler-Weber’s disease’ or Goldstein’s 
heredofamilial angiomatosis with familial hemorrhages. 

1. About ten or twelve cases of enlargement of the spleen and liver in the 
advanced and more serious cases of Goldstein’s congenital angiomatosis (telangiec- 
tasia) with familial hemorrhages (Rendu-Osler-Weber’s Disease) are reported in 
the literature. It also appears that cases with type IV, Moss (group 0) blood, are 
much more prone to be intolerant to transfusions of blood. 

I recently (March 25, 1931) saw such a patient, through the courtesy of Dr. 
\. A. Sussman, at the Sinai Hospital, Baltimore. A woman (Mrs. B. S.), aged 
42, with severe anemia, ascites, enlarged spleen and liver, many telangiectases 
on the tongue, palate, tips of the fingers and nasal septum, had a history of 
recurrent hemorrhages since childhood. Severe reactions to transfusions of blood 
developed. There were, i believe, seventeen or eighteen members of her family, 
including her mother, grandfather and great-grandfather, who had suffered from 
epistaxis and other hemorrhages. She died on Dec. 29, 1931, as the result of 
persistent severe hemorrhages and very grave secondary anemia. 

Ullmann, before the Wiener Dermatologische Gesellschaft (May 8, 1930), 
reported a case of multiple angiomas of the lips, oral mucous membrane and 
tongue in a man, 42 years old. A number of the members in his family and a 
brother suffered from nosebleed. 

Barber (Oct. 16, 1930) reported a case of multiple angiomas in a twin, a girl 
10 weeks old, the other child being normal. He also reported (Nov. 20, 1930) the 
case of a girl, aged 4 years, with angioma serpiginosum. 
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Fitz-Hugh’s* first patient (December, 1923), a woman aged 37, a 
Russian Jewess, had a spleen readily palpable (nontender edge) on deep 
inspiration. 

Another patient, L. S., a man, aged 56, was considered to have hemo- 
philia and Banti’s disease before admission to the Philadelphia General 
Hospital in Dr. S. A. Loewenberg’s service. 1 examined him in March, 
1932. Repeated cauterization was necessary to control hemorrhage of 
the hard palate (angioma). He had telangiectases on the lips, tongue, 
nose and cheeks (fig. 6) and almost daily nosebleeds for many years. 
His spleen was palpable and his liver enlarged. 

Curschmann’s patient, a man aged 54, had a large liver and a large 
tender spleen. 

The diagnosis in Stryker’s case (1927) is somewhat doubtful. The 
patient, a woman aged 26, had had severe nosebleeds since early child- 
hood, and wounds had always bled profusely. Tobias thought Stryker’s 
case was telangiectatic rosacea. No mention was made of other similarly 
affected members of the patient’s family. 

Waugh and Nomland (1931) reported a case of familial telangiec- 
tasia before the Chicago Dermatologic Society (November, 1930). The 
patient was a woman aged 21. Two brothers, one sister, the father and 
two paternal aunts had telangiectases. No mention was made of 
hemorrhages. 

Becker was of the opinion that these cases were not true instances 
of familial telangiectasia with hemorrhages. Nomland considered these 
cases as heredofamilial angiomatosis (Osler’s group) even though no 
hemorrhages were reported. 

Kessel, in his paper on “Benign Bleeding” (1931), mentioned cases 
of familial telangiectasia. 

2. It is of interest to note that Fitz-Hugh’s (1931) first patient, Max G., was 
a patient in the medical and metabolic wards of the Philadelphia General Hospital 
in 1928 and 1929. He was a patient in the medical service of Dr. David Riesman 
from Oct. 25 to Dec. 20, 1928, and again in May and June, 1929, and in the 
diabetic ward of the late Dr. Orlando Petty from June 21 to July 19, 1929. He had 
also been a patient in the Lankenau Hospital in 1926. 

As a probable case, might be mentioned a white man, aged 43, an orderly, who 
was a patient in the medical ward of Dr. S. A. Loewenberg, Philadelphia General 
Hospital, from Novy. 23 to Nov. 28, 1927. He was seen by Dr. Husik on November 
23. He was admitted to the hospital for severe nosebleed. It was stated that he 
had had nosebleed at varying intervals all his life. The clotting and bleeding times 
were normal. The blood calcium was not determined. The blood pressure was 150 
systolic and 90 diastolic. Chemical analysis revealed the blood to be normal; the 
platelets were not given. In the record no mention was made of telangiectases or 
of epistaxis in other members of the family. The liver, kidneys and spleen were 


not palpable, and there was no ascites. The final note made on November 28, 


by Dr. Swinndell, an intern, read, “The etiology of the epistaxis has not been 


etermined. he diagnosis was epistaxis. 
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Davidson (1907) erroneously reported his case of recurring epistaxis 
in a girl as “hemophilia.” The girl, aged 11, had repeated attacks of 
nosebleed. The child’s grandfather, his brother and nephew also 
suffered from epistaxis. His sister had suffered from epistaxis, bleed- 
ing piles and metrorrhagia, and died in childbirth, aged 27. The patient's 
mother had suffered from epistaxis and metrorrhagia, and died in child 
birth, aged 29. In all the women of this family, the menstrual periods 
commenced at an early age. Davidson stated, “The case seems to be one 
of haemophilia chiefly affecting the females of the family, the diseas« 
being transmitted by both males and females, the males being affected 


in a minor degree.” 


Fig. 6.—Patient with heredofamilial angiomatosis, showing telangiectases on 


the face and tongue. 


Bramwell (1907) reported erroneously as “haemophilia” a case of 
a robust married man, aged 37, suffering from severe epistaxis and 


hematuria. Bramwell said, “There is a very definite history of 


haemophilia in his family.””. His mother, grandfather, great-grandfather, 


his own daughter, an aunt and a grand-aunt had been affected. His 
grandfather, great-grandfather, aunt and grand-aunt died of bleeding, 
three of them of epistaxis. No mention was made of bleeding and 
clotting time and of telangiectases. The disease was transmitted chiefly 
through the male line. Improvement followed the use of calcium 


chloride. 
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Frank (1840) spoke of “‘Nasenbluten” as occurring “durch Gewohn- 
heit, erbliche Anlage oder in gewissen Perioden begtnstig.” Under 
“Wangenblutung” (Stomatorrhagia buccarum ), he stated, “Diese Blutung 
kommt meist aus den Blutgefassen der inneren Wange. Bei einer 
Kranken, deren Vater an demselben Uebel gelitten, bildeten sich hier 

und zwar an beiden Wangen—auf einmal sehr viele varicose Venenan- 
schwellungen.” Frank (1840) spoke of “Nosebleed” as occurring “by 


habit, hereditary anlage or favored during certain periods.” Under 


“bleeding of the cheek” (Stomatorrhagia buccarum) he stated: “This 
hemorrhage usually comes from the blood vessels of the internal surface 
of the cheek. In one patient, whose father had suffered from the same 
affliction, there formed here—namely on both cheeks—all at once 
numerous varicous swellings of the veins.” In this instance, daughter 
and father suffered from buccal bleeding. 

Dowling (1931) reported the case of a girl aged 3 years. Telangiec- 
tases involved the flush areas of the face, and since the age of 8 months 
similar lesions had developed on the forearms. Only the exposed parts 
were involved. 

J. A. Drake referred to two children, similarly affected, reported 
by Sydney Thomson in the British Journal of Dermatology as cases of 
“A Hitherto Undescribed Familial Disease.” 

Jackson, of Camden, N. J. (1931), informed me that he had seen a 
patient (a woman, Mrs. F.) in the local hospital with familial telangiec- 
tasis and nosebleed. However, since there was little data, this case 
cannot be definitely included in our list. 

D. M. Yazujian, of Trenton (1931), recently saw such a case. 

A patient of mine, a boy aged 16, had had severe recurring epistaxis 
since babyhood. He was first examined in 1919, at the age of 3, and 
again in 1932, at the age of 16. Small telangiectases were present on 
the lips, tongue and septum (fig. 7). 

Prof. E. A. von Willebrand, of Helsingfors, recently published 
(1931) a paper on “Ueber hereditare Pseudohamophilie.” He collected 
reports of twenty-seven families with hereditary pseudohemophilia from 
1876 to 1930. Some of his cases are instances of familial epistaxis or 
Goldstein’s heredofamilial angiomatosis. Curschmann’s cases are 
examples of “Osler’sche Krankheit’” and not pseudohemophilia. In 
Willebrand’s reported cases, a few showed prolonged bleeding time and 
only very slight secondary anemia or normal erythrocyte count. There 
were more female than male patients in his carefully studied cases. 
None of his patients had splenic enlargement. The blood platelets were 
usually found to be within normal limits. He mentioned the reports 
of Giffin, Frank, Glanzmann, Curschmann, Kromeke, Hess, Rothman 
and Nixon, Little and Ayres, Rosling and others. He failed to con- 
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sider the possibility of some of the cases being instances of Renduy 
Osler-Weber’s disease or Goldstein’s heredofamilial angiomatosis with 
recurring hemorrhages 

Lavrand, of Lille (1885), reported three cases of nosebleed. One 
patient, a girl, bled freely from the nose, and two sisters died as the 
result of habitual nosebleed (‘‘du traitement local de l’épistaxis’’). 

Echevarria (I) Dictamen, June 30, 1887) reported the case of a 
man, aged 62, who had had severe attacks of epistaxis for thirteen 
vears, Physicians had declared him to be “hemophilic.” The flow of 


blood was arrested by Iechevarria, by applying a blister over the hepatic 


Fig. 7.—Patient with telangiectases on lips and face. 


region and plugging the nose “There was no history of anything but 


haemophilia.” 

Hutchinson, in discussing (1892) “Spontaneous hemorrhage into 
the vitreous” mentioned cases of familial epistaxis. 

Henry Eales (1892), in his letter of May 11, 1891, addressed to 
|. Hutchinson, on the subject of spontaneous intra-ocular hemorrhage, 
mentioned instances of familial epistaxis 

Rayer (1827) said that Riviére or Riverius had distinguished pur- 
pura from the petechiae that are observed in malignant fevers long 
before Werlhof (1699-1767) devoted some lines to the description of 
this disease in the celebrated Nuremberg collection. 

Graff published the first inaugural dissertation on this disease in 


1775. (See Willis’ translation [1835] and Dickinson’s translation 
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Rayer’s “Treatise on the Diseases of the Skin” and 

“Traité des maladies de la peau,” [1827] ). 
Lazarus Riverius (1589-10655) spoke of “Et interdum erumpere sole- 
ant (maculae purpurez) in mulieribus mensium suppressionem patienti 
bus, et in monnullis pueris ob luem quandam sanguinis ebullitronem, nulla’ 


tamen apparente febre, quod nobis in utrisque non raro videre licuit.” 


(“Sometimes they [maculae purpureae| break out in women suffering 
from suppresion of the menses; also in some children on account of 
a certain feverish condition of the blood, but not associated with fever, 
as we have frequently observed.”) He spoke of “Purpureas maculas”’ 
(1698, p. 446), and “Maculae purpureae cum plures sunt, majores and 
caloris benignioris, and critice’ erumpunt, naturae victoriam praenunti 
ant.” (1698, p. 452). (“When the maculae purpureae are many, good 
sized and of a benign color, and appear at a critical juncture, they 
proclaim a victory of nature.”) He also said (1653) “Denique maculae 
purpureae pulicum morubus similes, peticulae,” ete., and “Exanthe 
mata a’ maculis purpureis differunt,” and he discussed purpura on pages 
617, 632, 637, 645 and O89 in his book “Praxeos medicae,” 1674, 
(“Finally, maculae purpureae similar to flea bites.’’) 
1425 Broadway. 
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STAINING OF SPIROCHAETA PALLIDA IN SMEARS 
BY ALCOHOLIC SILVER NITRATE 


R. T. BOTHE, B.S. 
AND 


H. A. DAVENPORT, M.D. 
CHICAGO 


It is generally recognized that a method of staining Spirochaeta 
pallida applicable to smears made from primary syphilitic lesions would 
be useful. Methods that depend on silver nitrate for staining the 
organism in tissues have been developed by Levaditi,’ Jahnel,* Warthin 
and Starry * and Dieterle.* Warthin* developed a method applicable 
to spinal fluid also. With all of these methods, silver nitrate is used 
in aqueous solution, and in that respect they differ from the method 
we reported in a preliminary paper.’ With this method, which is a 
simplified form of the procedure used for nerve fibers,® alcoholic solu- 
tions of both silver nitrate and reducing agent are used. The use of 
alcohol instead of water as a solvent for the reagents greatly lessens 
their ionization, and by slowing the rate of reduction of the silver 


nitrate by pyrogallol, U. S. P., makes the staining process more readily 
controllable—hence its applicability to smears. 


The material’? used for staining was gathered from genital and 
extragenital lesions. Stained organisms having the morphology of 
Spirochaeta pallida were found only in smears from lesions that were 


From the Department of Anatomy, Northwestern University Medical School. 
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clinically recognizable as syphilitic, and that were shown to be syphilitic 
either by dark field examinations or by subsequent positive Wassermann 
reactions. Two preparations were made from slides that had been 
examined first with the dark field and found positive for Spirochaeta 
pallida. In only one of these preparations (figure) were organisms 
abundant. In other preparations, different samples of lymph from the 
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Photomicrographs (oil immersion, < 1,000) of a stained smear of lymph, which 
was first found positive for Spirochaeta pallida with dark field observation. The 
upper field was selected to show the unusual abundance of organisms and bent 
forms. The lower field shows red blood cells (stained very dark) for comparison 
of size. 


same lesion were compared relative to dark field and silver stain 
findings. 

The lesions were cleaned with sterile gauze or cotton swabs, and the 
exuding lvmph was picked up with a wire loop or with a capillary tube 
and placed on a glass slide. It was allowed to dry in the air at room 
temperature without spreading with a slide or cover glass. 
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STAINING METHOD 


The following reagents are required: 

1. A mixture of equal parts of absolute alcohol and anhydrous ethyl! ether. 

2. A 2 per cent solution of celloidin in the aforementioned mixture. 

3. An alcoholic solution of silver nitrate prepared as follows: Dissolve 10 
Gm. of silver nitrate in 10 cc. of distilled water, and add to the solution 90 cc 
of 95 per cent ethyl alcohol. 

4. A reducing solution consisting of 3 Gm. of pyrogallol in a mixture of 95 
c. of 95 per cent alcohol and 5 cc. of aqueous 40 per cent formaldehyde. 

Reagents 1 and 2 can be kept indefinitely in bottles with tightly fitting glass 
stoppers. Reagent 3 has been kept in the dark or in subdued light for over a 
month, but the reducing solution was made up fresh every two or three days. 

The slides to be stained were dipped in the 2 per cent celloidin solution, drained 
for about three seconds, and tipped from side to side and end to end in order to 
distribute the celloidin coating evenly over the smear. The coating was allowed 
to dry until its surface had lost its gloss (about three minutes) but had not become 
entirely hard, and the slides were then put into the alcoholic silver nitrate solution 
for four hours. After the silver impregnation, they were reduced in the pyrogallol 
solution for from one to two minutes. Following reduction, they were transferred 
to 95 per cent alcohol for a few minutes, to remove the excess reducing agent, 
and then washed in five complete changes of distilled water in order to remove 
all of the reducing agent. The preparations were toned for fifteen minutes in a 
0.2 per cent aqueous gold chloride solution, washed once and fixed in 10 per cent 
thiosulphate solution. A thorough washing in water and dehydration with graded 
concentrations of alcohol through two changes of absolute alcohol and a final 
removal* of the celloidin coating with the alcohol-ether mixture prepared the 
stained smear for clearing in xylene and mounting with balsam. Gold toning 
could be omitted, but insured permanence to the preparations and was helpful in 
clearing the background. 


In some preparations, organisms were abundant, as shown in the 


figure; in others they were scarce. Recent untreated primary lesions 
from which a good flow of lymph was obtained gave stained prepa- 
rations in which several spirochetes could be found in less than five 


minutes’ search. 











DERMATITIS VENENATA 


REPORT OF A CASE DUE TO THE OSAGE ORANGE 


ALBERT SCHUR, M.D. 
FAR ROCKAWAY, N.Y. 


3eing unable to find recorded in the available literature any report of 
dermatitis venenata due to the Osage orange, it occurred to me that the 
publication of such a case would be of interest. Weber,’ in his exhaus- 
tive résumé of cutaneous irritants, listed the Osage or wild orange as 
an agent capable of producing a dermatitis. His reference was obtained 
through the Bureau of Plant Industry of the Department of Agriculture, 
but further inquiry of the latter elicited the information that no bad 
effects from handling the leaves or fruit of the Osage orange have ever 
been observed. Professor Besse * noted severe inflammatory reaction 
following mechanical injury by the thorns, but never from the active 
principle (maclurin) of the fruit. 

The aforementioned fruit is indigenous in the midwestern part of 
this country, where it is grown as a hedge. In the eastern section, the 
plant is allowed to grow wild and can easily be detected in some rural 
communities by the presence of round, green, orange-sized fruit which 
have a corrugated surface. It is solid throughout, and the cut surface 
exudes a milky white, sticky, mucilaginous and tenacious fluid. The active 
principle of this fruit is maclurin (or moringatannic acid), the formula 
of which is C,H,(OH),CO:C,H,(OH),. In industry, the bark of the 
root is used to prepare a yellow dye, and the trunk is used for tanning 
leather. 

Because of these characteristics and uses one would expect a greater 
prevalence of such dermatoses, but as no proved cases have been reported 
in the literature, it is my opinion that such cases have been overlooked 
either as instances of plant dermatitis or as industrial dermatoses of 
undetermined etiology. 

REPORT OF A CASE 
History—M. B., aged 9, white, a schoolgirl, was admitted to St. Joseph’s 
Hospital on Oct. 14, 1931, with a severe dermatitis of the face, hands, arms and 


thighs. Two days previously, her father brought home several wild oranges, 
one of which she cut open with a knife. Some of the milky fluid exuded on her 


1. Weber, Leonard F.: A List of Cutaneous Irritants, Arch. Dermat. & Syph. 
21:761 (May) 1930. 

2. Besse, in Pammel, L. H.: A Manual of Poisonous Plants, Chiefly of Eastern 
North America, Cedar Rapids, Ia., p. 415. 
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hands, and she accidentally transferred it to her face in the region of the upper 
lip. She immediately experienced a burning, smarting sensation at the point of 
contact. About six hours later, she noticed that the circumoral region became 
swollen and acutely inflamed, and this became progressively worse. When admit- 
ted to the hospital, examination revealed a dermatitis involving the entire face, 
from the neck to the middle of the forehead and posteriorly to the back of both 
ears, both hands and forearms and both thighs. Her face was swollen to twice its 
normal size; both eyes were closed tightly on account of the tremendous edema, 
and hundreds of vesicles and bullae appeared on a very hot, acutely inflammatory 
base. With wet dressings of potassium permanganate solution, 1: 4,000, alternated 
daily with cold applications of saturated solution of magnesium sulphate, she 
rapidly made an uneventful recovery, and was discharged from the hospital on 
October 25, as cured. 

On November 6, I performed a patch test, with her sister as a control. Being 
unable to obtain the active principle, maclurin, in pure state, I used some of the 
fluid contents of another wild orange, and allowed it to remain on the back of each 
child for twenty-four hours, under a dressing of gauze, oil silk and adhesive 
plaster. The sister gave a negative reaction with no evidence of dermatitis, nor 
did she complain of any subjective symptoms. The patient, however, claimed that 
she was awakened the same night with an itching, burning sensation at the site 
of the patch. On removal of the patch the next day, a highly inflammatory, 
vesicular eruption was clearly evident at the location of the application. A weakly 
phenolized calamine lotion was prescribed, and all traces of the induced dermatitis 
disappeared within three days. 


COMMENT 
A case of dermatitis venenata due to the Osage orange, clinically 
corroborated by the patch test, is reported. In the voluminous literature 
pertaining to all types of plants and external irritants that have been 


designated as etiologic factors in causing such dermatoses, I have been 
unable to note this plant as a causative factor. In view of the prevalence 


of such a plant and its commercial uses, I believe that a more detailed 
history will evaluate the offending causative agent in many cases of plant 


or industrial dermatoses. 











SKIN DISEASES IN NONSURGICAL RENAL DISEASE 


LOUIS CHARGIN, M.D. 
AND 
HARRY KEIL, M.D. 


NEW YORK 


This clinical study concerns itself with a consideration of the 
dermatoses observed in various renal diseases, particularly those 
encountered in the nonsurgical diseases of the kidney. Eleven hundred 
histories, including approximately 250 postmortem reports, were studied, 
the records going back over a period of about fifteen years. As we 
shall discuss the skin diseases in nephritis in accordance with the nomen- 
clature of Volhard and Fahr,? it is desirable in presenting the subject 
to translate the old classification in terms of the new. The classifica- 
tion of \olhard and Fahr is abridged for our particular purpose: 


New Old 
1. Inflammatory 
A. Acute glomerular nephritis Acute glomerular nephritis 
B. Chronic glomerular nephritis Chronic parenchymatous nephritis 


(subacute type included) 
2. Degenerative—lipoid nephrosis 
(the only type discussed) 
3. Vascular 


Chronic parenchymatous nephritis 


A. Essential hypertension Chronic interstitial nephritis 
B. Malignant sclerosis Probably variously named 


CLASSIFICATION OF DERMATOSES OBSERVED IN NEPHRITIS 


Of the total number of records studied, 340 cases, or 30 per cent, 
exhibited one or another skin disease. These may conveniently be 
divided into the following three groups: 


A, Dermatoses regarded as bearing a direct relationship to kidney diseases and 
their complications: 2 
1. Purpura 
2. Pruritus (including “prurigo metabolica” ) 


From the Departments of Dermatology and Pathology, Mount Sinai Hospital. 

Work done under the tenure of the Emanuel Libman and Moses Heinemann 
Fellowships. 

1. Volhard, F., and Fahr, K. T.: Die Brightsche Nierenkrankheit, Berlin, 
Julius Springer, 1914. 

2. The early observers applied the descriptive term “uremides” to the skin 
diseases caused by, or observed in the course of, uremia (Lanveraux, E.: Union 
méd. 44:865, 1887. Raymond, P.: Progrés méd. 14:473, 1901). Since this term 
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. Urea frost 


P 
] 
4, “Erythema papulatum uremicum” 
g 


. “Uremic roseola” 

6. Dry skin 

7. Pigmentation, mainly of the exposed parts 

8. Erysipeloid 
9. Stomatitis 
10. Other dermatoses, rarely encountered, such as pemphigoid eruptions, urti- 

caria and exfoliative dermatitis 

RB. Dermatoses of uncertain association, such as pyodermias, eczema, drug erup- 
tions, toxicodermas, herpes and phlebitis 

C. Dermatoses observed in the course of nephritis, but bearing no relationship to 
the renal diseases. This includes our miscellaneous group 


Although separated into classes, we realize that it is difficult to draw 
sharp lines of distinction between the first two groups, but on the basis 
of this study, as well as the evaluation of the opinions expressed in 
the literature, this separation seems justified. 


HISTORICAL DATA 

Diseases of the skin in relation to kidney disease have been noted 
even before the classic work of Bright.’ Bright himself indicated this 
by the statement that “the sympathy between the skin and the kidney 
is a well-admitted fact.” In the middle of the last century, only occa- 
sional reference is made to this subject, principally in the textbooks of 
the period. More or less detailed studies began to appear in the last 
quarter of the preceding century. Among the more important con- 
tributors dealing with the subject as a whole are Collin,‘ Quinquaud,°® 
Duval,® Dieulafoy,*’ Mathieu,’ Thibierge,® Lancereaux,’® Persy “ and 


conveys the suggestion that the dermatoses are caused by urea, valid objections 
may be offered to its use. Perhaps the term “nephritid” would be more appropriate 
in that it does not single out a particular etiologic agent and can be used to desig- 
nate all the diseases included in our groups A and B. Its use is suggested in the 
same sense as the terms diabetid and leukemid in diabetes and leukemia, respec- 
tively. 

3. Bright, Richard: Outlines of a Course of Lectures on the Practice of Medi- 
cine, London, R. Taylor, 1827. 

. Collin, L.: Thése de Paris, 1879. 

5. Quinquaud, C. E.: Tribuna med. 12:295, 1880. 

. Duval, J.: Thése de Paris, 1880. 

. Dieulafoy, M.: Bull. et mém. Soc. méd.-d. hop. de Paris 19:77, 1882. 

8. Mathieu, A.: Theése de Paris, 1882. 

. Thibierge, G.: Ann. de dermat. et syph. 6:424 and 511, 1885. 

. Lancereaux, E.: Union méd. 44:829, 1887. 


. Persy: Thése de Paris, 1887. 
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Lecorché and Talamon,'? and more recently, Pye-Smith,’* Merk," 
Thursfeld,*® West,’® Scott,*7 Raymond,’* Jadassohn,’® Glaserfeld,*° 
Bloch,” Walthard ** and others. 

The older observers noted a rough similarity in the structure of 
the excretory apparatus of the skin and kidneys and conjectured a 
probable reciprocal relationship. Accordingly, they held that if the 
function of the kidneys was disturbed, the skin assumed the burden of 
excretion. This constituted the underlying principle of the sweating 
treatment in uremia, introduced many years ago. More recently, the 
conception has been modified. It is now held that an interrelation 
obtains, mainly with respect to water, but it is questionable whether it 
applies to nitrogenous elimination as well. 

Approximately 3 Gm. of urea per day (Graham and Poulton,” 
Schamberg and others **) is excreted through normal sweat. Although 
a number of observers have shown that sweat, under experimental 
conditions in man, contains approximately twice as much urea as is 
present in the biood (from three to ten times, according to certain 
authors), it should, nevertheless, be realized that the kidney can nor- 
mally concentrate urea sixty-five times (Fishberg *°), which is almost 
thirty times the concentrating power of sweat. Hence, the sweat glands 
would appear to be relatively unimportant channels for nitrogen excre- 
tion, working less efficiently even than damaged kidneys (Peters and 
Van Slyke *°). 

We have in this study frequently resorted to the figures for urea 
as the principal guide in determining the relationship of the dermatoses 
to kidney disease, although we realize that urea per se may not be 
responsible either for the skin diseases or for the “uremia.” Never- 


12. Lecorché, E., and Talamon, C.: Traité de l’albuminurie et du mal de 
Bright, Paris, O. Doin, 1888, p. 591. 
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19. Jadassohn, J.: Fifth Internat. Dermat. Kong., Berlin 2:209, 1904. 
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26. Peters, J. P., and Van Slyke, D. D.: Quantitative Clinical Chemistry 
Baltimore, Williams & Wilkins Company, 1931, vol. 1. 
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theless, they perhaps furnish the most convenient guide to the kidney 


function that we possess at present. 

Skin Hemorrhages.—Attention had been drawn to skin hemorrhages 
in nephritis over a hundred years ago. In 1813, Blackall published a 
work entitled “Nature and Cure of Dropsies,” in which he described 
several cases of severe hemorrhage in nephritis. Many contributions 
to the subject have been made since then, among which may be men- 
tioned the works of Bright, Rayer,?? Levi,?* Thursfeld,*® Dodet ** and 
others. 

Glaserfeld *° stated that purpura, as a complication of nephritis, is 
rather uncommon. In our experience, however, the occurrence of 
purpura is one of the most frequent of cutaneous complications. On 
the other hand, considering the frequency of hemorrhages from the 
various mucous membranes in nephritis and the hemorrhages in the 
viscera as revealed postmortem, it is surprising to note the comparative 
infrequency of skin hemorrhages in general. 

Purpura is observed in all types of nephritis. The lesions vary 
from pinpoint to large subcutaneous hemorrhages. In general, the 
extremities are favored, especially the lower. Occasionally the erup- 
tion occurs on the trunk only, and at times it may be generalized. 
Volhard pointed out that the “hemorrhagic tendency” is more com- 
monly observed with uremia, but may also occur when azotemia is 
absent. He considered that, at times, it may be an indication of 
oncoming azotemia, a statement that is verified by our material. Hemor- 
rhage is, therefore, a sign to be looked for and given proper evaluation 
in conjunction with other findings. With respect to the tourniquet 
test, it may be stated that our results were not uniform. Some of 
the cases tested proved positive and others negative, and it may be 
stated that there appears to be no direct relationship between hemorrhage 
and the response to the tourniquet test. The same statement obtains 
with regard to the height of the blood pressure, the platelet count and 
the anemia. No single factor, therefore, is regularly associated with 
the production of purpura. Kretz,®° however, stated that the severity 
of hemorrhage depends on the condition of the capillaries rather than 
on the degree of azotemia. Although the hemorrhages in some of our 
cases were fairly extensive and severe, not a single instance was 
observed in which ulceration took place. This occurrence is referred 

27. Rayer, P. F. O.: Traité des malades des reins, Paris, J. B. Mailliére et 
fils, 1840. 

28. Levi, P.: Thése de Paris, 1864. 

29. Dodet, L. E.: Thése de Paris, 1901. 

30. Kretz, J.: Die hamorrhagischen Diathesen, Vienna, Franz Deuticke, 1930, 
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to in the literature (Dalché and Claude *'). A point worth stressing 
is the occasional tendency for other types of skin eruptions to become 
hemorrhagic. As an example, we may refer to a case of tinea cruris 
(marginate eczema) in which a marked hemorrhagic element, limited 
to the site of the eruption, was superimposed at a time when the 
azotemia became marked. 

Acute Glomerular Nephritis: In this group, purpura was the skin 
disease most commonly encountered. Of forty-four cases with a skin 
eruption, nine, or 20 per cent, presented this phenomenon. In these 
cases the hemorrhages were predominantly found on the extremities, 
but in two they were generalized and in one they were associated with 
conjunctival hemorrhage. Particularly in this group, it appears that 
azotemia does not seem to bear as direct a relationship as obtains for 
some of the other types of nephritis, although the fewness of cases 
does not permit of definite conclusions. The urea nitrogen values 
varied from 13 to 106 mg. In four of the cases, the urea nitrogen 
was within normal limits, and in five pronounced azotemia existed. 
The phenomenon of purpura was observed whether or not edema was 
present. 

Chronic Glomerular Nephritis (With Edema in Seventy-Seven 
Cases and Without Edema in Seventy, a Total of One Hundred and 
Forty-Seven Cases): As no marked difference was observed in the 
types of hemorrhages occurring in either group, they are considered 
together. It should be noted that the incidence of purpura in chronic 
glomerular nephritis without edema (50 per cent) was almost twice 
that encountered in the cases with edema (28 per cent). This can 
possibly be explained on the basis of the higher figures for nitrogen in 
the former group. 

The total number of cases with purpura was fifty-six, or approxi- 
mately 40 per cent. Here, again, it was noted that the extremities 
were favored, particularly the lower. In two cases, it was observed 
on the soft palate; in one, on the toes and soles. A single instance 
is recorded of a hemorrhagic bleb in the auditory canal. In still 
another case, a clinical erythema multiforme became markedly hemor- 
rhagic. It was noted that where the purpura was more or less gen- 
eralized, it was frequently ecchymotic, although in one instance the 
generalized hemorrhages were entirely petechial. It was also observed 
that the pressure areas were frequently a factor in the development of 
localized hemorrhages, particularly in the group with edema. Hemor- 
rhages on the mucous membrane, although mentioned by others, were 
infrequently encountered in our series. 


31. Dalché and Claude: Bull. et mém. Soc. méd. d. hép. de Paris 20:75, 1903 
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Analyzed from the standpoint of urea nitrogen figures, it is inter- 
esting to note that where the urea nitrogen was below 25 mg., the 
number of cases showing purpura was comparatively small. On the 
other hand, when azotemia was pronounced, hemorrhages were far 
more frequent. Of the fifty-six cases with purpura, eight had normal 
figures for urea nitrogen (up to 25 mg.) and forty-eight had varying 
azotemia (from 35 to 232 mg.). Although our statistics show that 
ecchymoses were most frequently encountered with high urea values, 
these were occasionally observed (chiefly localized) with normal urea 
nitrogen. In five instances, all with high azotemia, the purpura was 
associated with itching (the latter in itself is not an uncommon skin 
disease in nephritis). In four of the latter five edema was absent. 

Essential Hypertension Without Azotemia: This group constitutes 
a total of sixty cases. Nine cases, or 15 per cent, presented skin 
hemorrhages. They were localized, petechial or ecchymotic, and were 


mostly distributed over the lower extremities. In two of the cases 


in which the tourniquet test was employed, the results were positive. 

Essential Hypertension with Azotemia: This group includes cases 
with azotemia dependent on myocardial failure superimposed on a 
renal disease as well as those on a purely renal basis. No attempt 
was made to differentiate the two, especially because of clinical 
difficulties. 

This group, next to chronic glomerular nephritis without edema, 
revealed the highest incidence of purpura. Forty-nine per cent of the 
total of forty-two cases presented this disease. Again, it was demon- 
strated that the extremities were the favored sites of eruption. The 
most predominant type of hemorrhage was ecchymotic, but a single 
case showed fine pinpoint lesions. The figures for urea nitrogen in 
this group varied from 38 to 205 mg. Azotemia and types of purpura 
had no direct relationship to one another; ecchymoses were observed 
with high as well as comparatively low nitrogen figures, and, indeed, 
one case with a urea nitrogen of 205 mg. showed fine pinpoint hemor- 
rhages on the chest. 

Malignant Sclerosis: This group includes twenty-nine cases, of 
which eleven, or 39 per cent, presented purpura in one form or another. 
There is nothing to distinguish the purpura observed in these cases 
from that in other types of renal diseases. There were large hemor- 
rhages and those petechial in type, especially the latter. There was 
less tendency for the extremities to be involved, and in one third of 
the cases the entire body was markedly affected. In two, there were 
observed hemorrhages confined to the conjunctiva. 

Pruritus.—Itching as a symptom in nephritis is common and is 
frequently mentioned in the literature. Rosenstein *? (1874) was among 


32. Quoted by Thursfeld (footnote 15). 
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the first to direct attention to the occurrence of intolerable itching with- 
out skin manifestations in chronic uremia. Bartels ** in 1884 referred 
to itching as a precursor of uremic conditions. Similarly, Dieulafoy * 
mentioned early pruritus as a preuremic sign (“petite signe”). Thurs- 
feld *® recorded localized pruritus in a number of cases, in which this 
was the earliest symptom and the reason for seeking medical attention. 
Widal and Weill ** studied seven cases of pruritus and found it asso- 
ciated with azotemia in every instance. 
A number of theories have been advanced to explain the symptom 
complex included under the term pruritus: 
1. Nervous origin—advanced by Lancereaux,** who compared it to the pruritus 
of alcoholism 
2. Retention theory 
a. Rosenstein *4—retention of urea 
b. Peter, 34 who expressed the view that retained metabolites act on the nerve 
terminals in a sense, similar to the pruritus of jaundice 
c. Frerichs,34 who was of the opinion that the urea was decomposed into the 
irritating ammonium carbonate 


There has been little added to these views expressed many years 
ago. To this day the factors responsible for pruritus remain obscure. 
The phenomenon of pruritus in renal diseases may be localized or 
generalized. The sensation of itching has been detailed by Dieulafoy 
and classified by him as follows: 
1. Ordinary type of pruritus, which may last for months and may be generalized 
2. Sensation of tickling, as by a hair, especially experienced on the neck and 
chest and usually localized 
3. Sensation of creeping as though insects were present on the skin. This is 
probably the rarest type. 


The symptom is said to occur more commonly in_ females 
(Mathieu *), but our figures indicate no particular predilection for sex. 
It appears most frequently when azotemia is present, but it may be 
the initial symptom and, therefore, constitutes a lead to the suspicion 
of nephritis. It has been observed, for instance, limited to the penis 
and vulva, as the earliest symptom of oncoming azotemia (Thursfeld *°). 
Although it may be encountered as a subjective symptom only, it is 
more frequently associated with phenomena secondary to scratching, 
as papule formation, pyoderma, pigmentation, purpura in patients with 
a “hemorrhagic tendency” or ordinary scratch marks. The importance 
of properly evaluating the symptom becomes evident when we recall 
its not infrequent confusion with pediculosis and scabies. The scratch 


33. Widal, F., and Weill, A.: Bull. et mém. Soc. méd. d. hop. de Paris 32:164, 
1911. 
34. Quoted by Mathieu (footnote 8). 
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marks observed vary in type, but may be parallel, thus simulating pedi- 
culosis; they may be papular and so localized as to bear a resemblance 
to scabies. 

An eruption occasionally encountered, which because of the severe 
itching may be a source of annoyance, is the so-called prurigo metabolica. 
The lesions here resemble the lichen urticatus of children, but do not 
show the same predilection to localization. Occasionally, as the result 
of scratching, these papules leave superficial scars, and this, no doubt, 
has been the basis for the term urticaria necrotisans. 

A point of importance, one aptly referred to by Persy,'! is that 
senile pruritus is a stepladder on which one hangs all pruritic eruptions, 
including those of nephritic origin. In senile, and we may also say 
in other types of, pruritus, nephritis is always to be kept in mind. 

Chronic Glomerular Nephritis With and Without Edema: Of one 
hundred and forty-six cases, eighteen showed evidence or subjective 
symptoms of pruritus. Nearly all showed evidence of scratching with 
or without secondary phenomena. There were, however, two cases in 
which there was no eruption despite the existence of this subjective 
symptom. In five instances, there was evidence of purpura in asso- 
ciation with scratch marks, some of which were in the form of vibices, 
paralleling the latter. 

This symptom was usually associated with azotemia. Nearly all 
showed a urea nitrogen value of over 100 mg., indicating a likely rela- 
tionship to one another. While this symptom is, as a rule, found in 
chronic glomerular nephritis without edema, it was also noted in 
chronic glomerular nephritis with edema, but, in the latter, it was 
present only with high nitrogen figures. The symptom is subject to 
variations with respect to the period of its occurrence, duration and 
severity. Thus, it may appear long before the onset of the symptoms 
of nephritis (three years off and on in one case), it may be pre- 
uremic, or it may appear for the first time in full blown azotemia. 
Temporary abatement and even complete disappearance of this symp- 
tom may occur. It is not uncommonly observed that even marked 
pruritus may completely disappear during the agonal period, when all 
metabolic processes are depressed. 

Essential Hypertension Without Azotemia: Pruritus is relatively 
uncommon in essential hypertension with low nitrogen values. We 
can record but two instances, which we were unable to follow to their 
termination. Consequently, we are unable to establish the prognosis 
in this small group of cases with respect to the symptom of itching. 


Essential Hypertension with Azotemia: In this group, nine cases 


were observed, with urea nitrogen figures ranging from 64 to 205 mg., 
and in all but one the symptoms ceased while the patient was under 
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our observation. The duration varied from nine months to a short 
period prior to death. The itching was generalized and was usually 
accompanied by the secondary effects mentioned, as pyoderma, pigmen- 
tation, purpura, etc. 

Malignant Sclerosis: Considering the degree of azotemia in these 
cases, it is rather surprising that itching was neither a prominent nor 
a frequent symptom. Only two cases were observed; one was gen- 
eralized, and the other was limited ‘to the lower extremities. Whether 
this can be attributed to the fulminating course of the azotemic phase 
in malignant sclerosis, it is impossible to state; it may be a possible 
explanation. 

It must be emphasized that although pruritus is frequently accom- 
panied by azotemia, the latter may occur without itching. But when 
pruritus is associated with azotemia, it is to be justly regarded as of 
serious prognostic importance. The symptom of itching has not in 
our experience been observed in the uremia of acute glomerular 
nephritis nor in that secondary to postscarlatinal nephritis, although it 
may be added that the number of cases was too limited to warrant any 
positive conclusions on this point. 

Uremic Frost-—The phenomenon of urea frost is not limited to 
kidney diseases. Curiously enough, the first reference to this condition 
was made in connection with cholera. In 1851, Schottin *° chemically 
identified the presence of urea in the powdery crystalline deposits on 
the face of patients in the so-called state of “cholera-uremica.” This 
observation was verified by Drasche ** in 1855, who noted it in twelve 
of eight hundred odd cases of cholera. Whether cholera-uremica is 
identical with nephritic uremia has been the subject of great debate 
and has never been satisfactorily settled. One factor appears certain, 
however, that the kidneys in cholera-uremica have been thrown out of 
function and thus simulate the probable mechanism in nephritic uremia. 
In connection with renal diseases, it appears to have been first men- 
tioned by Hirschsprung, who recorded five cases (most of which are 
hydronephritic kidneys with secondary pyelonephritis). He emphasized 
its occurrence in cases running a more acute course, and he stated 
that it did not occur in chronic Bright’s disease. The phenomenon 
has also been observed in connection with kidneys requiring surgical 
procedures (Eichhorst **), in nephritis secondary to scarlet fever 
(Deininger **) and in intestinal obstruction ( Bartel **). 


35. Schottin, E.: Arch. f. physiol. Heilk. 10:469, 1851. 


36. Drasche, A.: Die epidemische Cholera, Vienna, C. Gerold’s Sohn, 1860 
p. 286. 
37. Quoted by Djoritch, M.: Thése de Paris, 1895. 


38. Deininger, G.: Deutsches Arch. f. klin. Med. 7:587, 1870. 
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3ecause of its prognostic importance, a short description of the 
clinical characteristics and the phenomenon of urea frost is given. 
Statistically, it is not a very common occurrence, contrary to the experi- 
ence of Rosenthal,*® who reported its presence in thirty-three of fifty- 
six cases. Djoritch *° collected the cases from all sources up to 1895, 
and the total amounted to less than fifty, eighteen of which were classi- 
fied as chronic Bright’s disease. 

Definite information with respect to the mechanism of the pro- 
duction of urea frost is lacking, but from the information at hand, it 
would appear to be produced at a time when the kidney function is 
almost or completely lost, with the consequent compensatory excretion 
through the intestines first and only later through the skin. Two views 
exist in connection with the mechanism of elimination of urea through 
the skin: The first, advanced by Drashke ** and accepted by Hirsch- 
sprung ** and Djoritch,*° contends that the sebaceous glands are the 
seat of excretion, and these authors point to the following observations 
in support of their view: 1. The character of the sweat that precedes 
the crystallization is described as “yellowish, shiny and fatty to the 
touch” and is considered of sebaceous gland origin (Hebra‘*’). 2. 
The presence of urea frost in localities in which the sebaceous glands 
are numerous is noted, and, on the contrary, its absence in areas in 
which these glands are lacking, such as the palms and soles. The 
second, held by Kaup and Jurgenson,** is that the sweat glands are the 
site of elimination. In support of their view, the authors offer their 
observation of detecting the crystals at the mouth of the sweat glands. 
Which view is correct must be left open. To determine the part either 
plays in nitrogenous elimination is of great clinical importance, 
because, if the process is wholly of sebaceous gland function, then 
sweating, with the object of diminishing the azotemia, would seem to 
be a futile therapeutic measure. 

Experience teaches that despite the high degree of azotemia, urea 
frost fails to appear in many patients. This may be accounted for 
by the short agonal period, which does not permit sufficient time for its 
crystallization. For its production, therefore, two factors seem to play 


a part: (1) azotemia plus the excretion of urea on the skin; (2) a 


long agonal period (approximately from ten to forty-eight hours). 


39. Rosenthal, S. R.: Uremic Dermatitis, Arch. Dermat. & Syph. 23:934 (May) 
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40. Djoritch: Thése de Paris, 1895. 

41. Drashke, quoted by Hirschsprung: Ugesk. f. leger, Jan. 2, 1865; translated 
by Moore, W. D.: Dublin M. J. 1:419 and 440, 1865. 

42. Hirschsprung: Ugesk. f. leger, Jan. 2, 1865; translated by Moore, W. D.: 
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A phenomenon not rarely observed in cases with definite urea frost 
is its disappearance just prior to death. This is said to be due to the 
action of the terminal sweat (terminal vasomotor dilatation), which dis- 
solves the crystals present so that at necropsy the frost is no longer 
evident. On the other hand, we can substantiate the observation that 
urea frost may occasionally become more manifest soon after death, 
although we realize that it is not formed at this time. 

In our series, this phenomenon was observed especially in malig- 
nant sclerosis. This is readily explained on the basis of the high 
azotemia present (urea nitrogen, from 109 to 190 mg.) and the more 
or less long agonal period (in one case, lasting five days). We record 
five instances of urea frost in a total number of twenty-nine cases of 
malignant sclerosis. In one other case, in which the diagnosis of 
malignant sclerosis could not be ruled out, a characteristic frost was 
also present. 

The occurrence of uremic frost is by no means limited to this type 
of case, for it was observed, in at least five other instances, namely, in 
three cases of vascular contracted kidneys, in one case of bilateral 
hydronephrotic contracted kidneys combined with arteriosclerosis and 
in one case of subacute glomerulonephritis with a rapid course (Loh- 
lein). The location of the eruption was in the usual sites, namely, 
the tip of the nose, the forehead, the temples, the bearded region of 
the face, the scalp, the neck, the shoulders, and occasionally the chest 
and abdomen. Although looked for, we never saw a case in which 
the frost was located on the mucous membranes, as mentioned by 
Drashke. It is to be stressed that the crystals may be so small as to 
escape notice, but in the usual case they are not difficult to identify. It 
should also be noted that when mechanically removed, they promptly 
reform, as would be expected. Our experience confirms the well 
known fact that frost is never seen on the palms and soles. Urea frost 
was observed a few days prior to a total outcome, and in a single 
instance it was noted five days prior to death. That the presence of 
uremic frost augurs a serious prognosis need only be mentioned. There 
is, however, a case on record, in a child 5 years of age, in which 
recovery from postscarlatinal uremia occurred and yet a well marked, 
chemically verified frost was present during the height of the disease 
(Deininger **). In three instances, the uremic frost in our patients 
was chemically verified. In order to avoid the error of mistaking fine 
branny desquamation occurring on dry uremic skin for frost, chemical 
analysis is desirable. Dieulafoy ** is authority for the statement that 
the frost ,is not preceded by other types of eruption. In our experi- 
ence, however, in at least two of the cases an eruption was observed 


43. Quoted by Fishberg (footnote 25). 
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shortly prior to the appearance of the frost; purpura in combination 
with scratch marks in one instance, and a diffuse erythematopapular 
eruption followed by purpura in the other. 

Erythema Papulatum Uremicum.—In 1869 and again in 1882, 
Huet ** described the condition, erythema papulatum uremicum, which he 
regarded as a characteristic and frequent uremic manifestation possess- 
ing a prognostic value. The eruption is characterized by papules or 
nodules on an erythematous skin, which may coalesce to form large 
plaques. The color is at first red, and by a series of transitions becomes 
purplish. In the course of two or three weeks, desquamation takes 
place. The eruption is usually first observed in the palms and soles. 
the forearms and the face. It is accompanied by uremic phenomena 
and was regarded by Huet as a specific uremic sign. It was generally 
observed in the contracted kidneys of parenchymatous nephritis. Huet 
stated that it occurred in 15 per cent of 123 patients who died of 
uremia. 

In 1881, Bruzelius *° recorded three cases of essentially the same 
skin disease. 

In 1892, Lancaster ** discussed eight cases of this type observed 
by him over a period of three years, and he noted the serious prog- 
nostic importance since seven of his patients died within several weeks. 
Contrary to Huet, he stated that it was most commonly found in chronic 
interstitial nephritis. Similar reports by Scott ** (five cases), Fox ** 
(one case) and Raymond ?* (one case) are recorded. 

This eruption has been given in more or less detail because of the 
impression that the authors give with respect to its diagnostic and prog- 
nostic significance. Lecorché and Talamon,'* contemporaries of Huet 
and Bruzelius, doubted the frequency of erythema papulatum uremicum, 
and they stated that in their experience they had seen but a single 
case in which recovery occurred. While, therefore, this disease 
undoubtedly occurs, it is certainly not as common as one would infer 
from the older reports. This, at least, is our experience. We may 
state that we have not observed any cases definitely corresponding to 
the foregoing description, unless our interpretation of the clinical aspect 
differs from theirs. In the isolated instances in which we observed 
a possibly similar eruption, it did not undergo the color changes pre- 
viously mentioned. On the other hand, it was associated with purpura 
at sites other than that of the original erythematopapular eruption. 
Perhaps some of the cases referred to by Lecorché and Talamon were 


44. Huet, G. D. L.: Nederl. tijdschr. v. geneesk. 5:289, 1869; 6:129, 1870 
45. Bruzelius, R.: Nord. med. Ark. 13:1, 1881. 

46. Lancaster, C.: Tr. Clin. Soc. London 25:49, 1892 

47. Fox, T. C.: Tr. Clin. Soc. London 36:211, 1899 
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of drug origin, and we may point to the discussion of Lancaster, who 
himself noted a marked similarity to a drug eruption. Thibierge had 
previously expressed a similar view. We may conclude by stating that, 
perhaps, their cases comprise a heterogeneous group, including drug 
eruptions, toxicodermas of other origin and urticaria, as well as cases 
of uremic origin. 

Uremic Roseola—Merklen ** in 1881 and Persy ** in 1887 called 
attention to the uremic roseola, which differs in clinical aspects from 
that described by Huet. This eruption consists of small red spots, 
usually on the limbs and anterior part of the chest, assumes a morbili- 
form appearance, terminates by mild furfuraceous desquamation and 
bears a variable prognosis. They stated that it occurs in acute nephritis. 
Perhaps, here too, as in the case of erythema papulatum uremicum, 
the possibility of drug origin cannot be eliminated from the isolated 
instances recorded. 

Dryness of the Skin——The symptom of dryness of the skin in 
patients with nephritis, so marked in those with uremia, is of such 
common occurrence that we deemed it unnecessary to quote statistics. 
It is said not to be directly due to nitrogen retention, but “the result of 
the compensatory polyuria” (Fishberg), hence leading to dehydration 
of all the tissues, including the skin. 

Pigmentation.—In the renal insufficiency of contracting kidneys, 
there is observed at times a yellowish discoloration of the skin. This 
is particularly marked on parts of the body exposed to light, and 
consequently is seen in its greatest intensity on the face and arms. 
According to Becher,*® this pigmentation is due to chromogens retained 
in the blood, tissues and skin, and occurs when the intestinal putre- 
factive substances (indican, phenol, etc.) are for any reason retained 
in the system, as occurs with contracting kidneys. It is, however, not 
found in the azotemia of acute glomerular nephritis or in that secondary 
to cardiac failure. 

This pigmentation, of course, differs from that associated with 
scratching or following the involution of the various dermatoses 
(melanin or hemosiderin ). 

Erysipeloid.°°—The erythema laeve of Willan,®' frequently referred 
to in the older literature, appears to be identical with what is now 
usually designated the “erysipeloid” of renal dropsy. The three cases 
of erysipelas described by Dieulafoy as a complication of syphilitic 
nephrosis are apparently the same process. Pye-Smith** stated that 


48. Merklen, P.: Thése de Paris, 1881. 

49. Becher, E.: Miinchen. med. Wehnschr. 77:1922, 1930. 

50. This is not the erysipeloid of Rosenbach due to the bacillus of swine ery- 
sipeloid. 

51. Willan: Cutaneous Diseases, London, J. Johnson, 1808. 
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this disease is seldom seen in the anasarca of cardiac and hepatic dis- 
eases, but is observed in renal edema. This observation seems to be 
supported by our material. The disease is not limited to cases of pure 
nephrosis, but is also observed in chronic glomerular nephritis with 


edema, although to a lesser extent. 

Its occurrence has been variously explained on the basis of: (1) its 
exogenous origin; (2) its allergic response (streptococcal toxin) ,°? and 
(3) as a result of bacteremia, so frequently encountered in nephrosis 
(Schwarz and Kohn,** Keefer and Yang *). 

With respect to the bacteriology, the predominant picture is that of 
pneumococcal infection of various types, including type II, type III 
and group IV, particularly the last named. The organisms not only 
have been found in blood cultures, but have also been isolated from 
ascitic fluid, urine and even from the local skin lesions, regardless of 
abscess formation (Schwarz and Kohn, Keefer and Yang). In several 
instances, hemolytic streptococci have been found. 

These results would seem to argue in favor of a bacteremic origin 
of the erysipeloid in persons with a suitable soil (nephrosis, chronic 
glomerular nephritis with nephrotic element). The reason for the 
predilection of the site of eruption is, however, not clear. 

Nephroses: Our group includes nineteen cases of what was 
clinically regarded as nephrosis. This is rather a large number, and it 
is conceivable that this group actually includes cases of chronic glomer- 
ular nephritis with a nephrotic element, which on clinical grounds 
could not be differentiated from pure nephrosis. Eight (or 42 per cent) 
of the cases presented the picture of erysipeloid at one time or another 
during their period of observation. This appears to be the most com- 
mon skin disease observed in the nephroses. 

This condition is characteristically observed on the abdomen and 
lower extremities, and, according to Keefer and Yang, was not observed 
elsewhere. In our own material, however, there were two cases limited 
to the arms, and in one of these a typical erysipeloid appeared on the 
cheeks one month later. In still another case, in which the eruption 
was originally on the thighs, and in which a recurrence subsequently 
occurred, a facial erysipeloid appeared three months later. At this time, 
the extremities were entirely free from eruption. 

This disease, as a rule, begins on the lower part of the abdomen 
and on the thighs near the groin, and, exceptionally, simultaneously on 
both legs. From the original site, the eruption spreads centrifugally, 
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and at the same time clears centrally. The advancing border is rarely 
elevated, is irregular in outline and is usually ill defined. Occasionally, 
the eruption arises in several areas simultaneously, and as the charac- 
teristic spread takes place, the lesions run together and thus may pro- 
duce gyrate figures. The color of the active lesion is usually pinkish 
red, and considerable tenderness (spontaneous or palpatory) is usually 
elicited. This is especially true when the disease begins on the abdomen, 
in which event the frequent association of peritonitis accentuates the 
pain and tenderness. The temperature varies ; it may be normal ; usually 
however, it is slightly increased, and at times it may reach 103 F. The 
course varies, as a rule, from two to seven days, and perhaps even 
longer. Recurrences are not uncommon, either at the same site or in 
other locations. As many as four attacks have been recorded in a single 
case (Schwarz and Kohn). Vesicular and bullous lesions are occa- 
sionally observed on the affected areas. In one instance recorded by 
Schwarz and Kohn, abscess formation occurred from which pneumo- 
cocci group IV were recovered. Involution is occasionally accompanied 
by desquamation. 

The cases of amyloid nephrosis are so few that we have had little 
opportunity to study their relationship to skin diseases, and particularly 
to erysipeloid. Three cases that were carefully observed failed to reveal 
skin lesions at any time. 

One case of true erysipelas was observed in a patient with syphilitic 
nephrosis. This occurred at the sites of Southey tube puncture (Kan- 
trowitz and Klemperer **), and ran the usual course of erysipelas. We 
believe that the occasional infection following the use of Southey tubes 
takes the form either of erysipelas or of cellulitis and not of the ery- 
sipeloid detailed. 

Chronic Glomerular Nephritis with Edema: The question as to 
whether nephrosis may be allied to chronic glomerular nephritis is 
beyond the scope of this article. The separation of this group is based 
purely on clinical grounds. 

Erysipeloid was encountered eight times, or 10 per cent, strikingly 
contrasting with 42 per cent in the pure nephrosis group. We have no 
explanation for this sharp difference. In clinical characteristics, location 
and course, the disease is a counterpart of that already detailed under 
nephrosis. In a single instance, the location was atypical in that it was 
especially well marked on the upper part of the chest, eventually spread- 
ing to the shoulders. 

Not a single instance of erysipeloid occurred in any of the other 
subdivisions of nephritis. 


55. Kantrowitz, A. R., and Klemperer, P.: Virchows Arch. f. path. Anat. 280: 
554, 1931. 
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Stomatitis—As a rule, the stomatitis observed is ulcerative, but 
gangrenous, and aphtha-like lesions have also been encountered. There 
seems to be no site of predilection. The lesions involved the cheeks, 
gums or tonsils. The process was either superficial or deep. No 
explanation can be offered for the occurrence of ulcerations in nephritis, 
unless it be on the theory of lowered tissue resistance. 

Chronic Glomerular Nephritis: Eleven cases were observed (six 
in patients with edema, and five in those without edema). The urea 
nitrogen was normal in six of the eleven cases, whereas the remaining 
five showed varying azotemia, from 46 to 185 mg. In three of the eleven 
cases, aphtha-like lesions were found. In six others, Vincent’s organ- 
isms were present. We think, however, that the presence of Vincent's 
organisms bears no relation to the nephritis per se, since it is frequently 
encountered in the buccal mucous membrane either normally or in 
ulcerative processes distinct from true Vincent’s angina. 

In only two cases could we speak of “uremic stomatitis” in the sense 
that ulcerative processes were found in the period of high azotemia. 
In one of these, Vincent’s organisms were found. Yet it is questionable 
whether it is justifiable to separate this small group from the remainder 
on the basis of azotemia. The evidence would seem to militate against 
this view, for the clinical characteristic of the one and of the other, bar- 
ring the azotemia, seem to be identical. 

The ulcerations, responded to the usual therapy employed in Vin- 
cent’s infection, especially in cases with low figures for urea nitrogen. 

Essential Hypertension with Azotemia: We observed only one 
case in which so-called Vincent’s infection of the buccal mucosa occurred, 
which responded to local treatment with simultaneous improvement of 
the renal disease. This patient died two years later of azotemia, but 
lesions of the mucous membrane did not again develop. 

Malignant Sclerosis: Here, again, an isolated instance of ulcerative 
stomatitis of the mucous membranes was observed, which gave a posi- 
tive smear for Vincent’s organisms. 

It might be of interest to stress the presence of Vincent’s organisms 
in eight of the entire group of thirteen cases here reported. 

Other Dermatoses——We have not discussed all the skin diseases that 
may be associated with the nephritides, but only those encountered in a 
study of our series. Many dermatoses are referred to in the literature 
in which there seems to be a definite relationship, but with which we 
have had no experience. It may be well to discuss briefly the most 
important of these. 

Pemphigoid Eruptions: Persy '' was the first to record this type 
of eruption in the course of uremia. He cited two examples, with one 
death, in which the lesions were comparatively few, more or less 
localized and occurring in association with convulsive episodes. Because 


. 





330 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of the erythematous halo, these lesions resemble the bullous erythema 
multiforme. Cases are also cited by Barrs®* and Duckworth." 
Raymond '* recorded another case with a universal bullous eruption 
particularly marked on the thorax. This patient recovered. Another 
instance was recently reported by Konigstein and Urbach,® in which 
the eruption affected the entire body except the face, hands and mucous 
membrane of the mouth. The authors stressed the point that the healing 
and the appearance of the eruption ran parallel to the state of the 
nephritis. The patient eventually died, and postmortem examination 
revealed secondary contracted kidneys. 

Urticaria: Urticaria is apparently a rare manifestation of uremia 
(Thibierge). Several cases have been recorded by Persy,'' Thursfeld ' 
and West and Waldo.** From the description, it would appear that 
some of the cases are probably multiforme erythema, but typical cases 
of urticaria have undoubtedly been observed. Fishberg (personal com- 
munication) related a case in which a typical urticaria was observed 
terminally in uremia. 

Dermatitis Exfoliativa: Another rare skin disease, particularly 
stressed by English authors, is dermatitis exfoliativa ( Duckworth,” 
Pye-Smith,'® Scott, Thursfeld,*> West?*). The description in most 
instances corresponds to the usual types of this disease. The cases are 
always of serious import, as most of the patients died. 

Dermatoses of Uncertain Association—Eczema: Merk ** described 
an “eczema” that he stated is characteristic for nephritis, and he desig- 
nated it “eczema albuminurica.” The eruption is located on the lower 
extremities and only occasionally elsewhere. The lesions are papular 
and gradually increase in number to coalesce into half dollar-sized 
patches. When they disappear, they leave pigmentation. 

This type of “eczema” is apparently rarely mentioned by other 
authors and has not been observed in our series. From the description 
one would hardly consider it eczema; rather, as Pringle ® stated, the 
lesions seem to be lichenoid and perhaps correspond to the papular 
lesions observed and mentioned under pruritus in our report. 

Of the five cases of true eczema in our series, two were observed in 
acute glomerular nephritis, two in chronic glomerular nephritis and one 
in essential hypertension with a urea nitrogen of 100 mg. In two of 
the cases, the eczema was present on the face, and in the remainder 
it was scattered over the body. Four of the five cases occurred in chil- 
dren. We think that in our cases at least no relationship could be 


56. Barrs, A. G.: Brit. J. Dermat. 8:9, 1896. 

57. Kénigstein, H., and Urbach, E.: Wien. klin. Wehnschr. 37:391, 1924. 
58. Duckworth, D.: Brit. J. Dermat. 12:12, 1900. 

59. Pringle, J. J.: Practitioner 14:540, 1901. 
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established between nephritis and eczema, and we regard the cases here 
noted as merely coincidental. 

Drug Eruptions——Theoretically, one would expect drug eruptions 
to be of common occurence in patients with damaged kidneys. It has, 
however, long been known, as so well stated by Morrow,*® that 
“Clinical inquiry has not demonstrated anything like a constant relation 
of cause and effect between severe renal disease and a special liability 
to a determination of drug action toward the cutaneous surface.” He 
pointed out that it is rather a special predisposition and not the quanti- 
tative factor or the saturation of the system that plays the chief role 
in the production of drug rash. 

In our entire series, there was a total of but nine cases attributed 
to drugs. That drug eruptions occur in the course of nephritis is, of 
course, true, but the incidence would not seem to be as high as one might 
judge from statements extant in the literature. 

Our cases, however, indicate that when they do occur, they are more 
commonly associated with azotemia than the reverse. 

Acute Glomerular Nephritis: There was a typical, more or less 
generalized, papulopustular eruption caused by iodides, which disap- 
peared when the drug was no longer used. 

Chronic Glomerular Nephritis: There was one case of pustular 
bromoderma. Two cases of chloral eruption, one of which was annular 
and the other morbilliform, were observed. 

One case, urticarial in type, was caused by digitan. 

One erythematopapular coalescent eruption of the upper extremities 
and the chest was produced by orthoform. 

Essential Hypertension Without Azotemia: ‘Two patients exhibited 
eruptions in this group, one an erythematopapular rash due to pheno- 
barbital, and the other a bromoderma of the nodose variety on the legs. 

Essential Hypertension with Azotemia: <A _ single instance was 
observed of a generalized erythema followed by desquamation and 
regarded as of homatropine origin. 

Malignant Sclerosis: In one instance in which we were able to 
follow the entire course, the patient exhibited a maculopapular eruption 
mostly on the upper part of the arms and the chest. It was difficult to 
classify this eruption because digitalis was being administered, and the 
question arose as to whethér or not this was the erythema papulatum 
of Huet or a condition of drug origin. As time progressed, the erup- 
tion disappeared spontaneously despite the continued use of digitalis. 
Toward the termination, purpuric spots appeared in some of the pre- 
viously affected areas, succeeded in turn by the appearance of urea frost. 
We therefore regard this rash as of uremic origin. 


60. Morrow, P. A.: Drug Eruptions, New York, William Wood & Company, 
1887, 
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Toxicoderma.—We include under this designation five cases in which 
we could reasonably rule out both drugs and azotemia as a factor. Four 
occurred in the course of acute glomerular nephritis and one in a patient 
with chronic glomerular nephritis with edema. We do not think that 
these cases can be regarded as directly related to nephritis, for the 
clinical course, the general evanescent character, the mild degree of the 
eruption and the normal nitrogen figures would not permit such an 
assumption. 

Pyodermia.—Under this heading we include folliculitis, furunculosis 
and ecthyma, the first two being the most common. Eleven cases were 
observed in the entire group, four in patients with acute glomerular 
nephritis, four in those with chronic glomerular nephritis and one 
each in those with nephrosis, essential hypertension and essential 
hypertension with azotemia. In general, it may be stated that the 
pyodermias do not constitute a serious complication in the nephritides, 
although exceptions may occur. Certainly, they are not as serious or 
as frequent a complication as is the case in diabetes. We are, more- 
over, convinced that they bear no relationship to renal diseases, although 
it is conceivable that a state of lowered tissue nutrition as, for instance, 
observed in edema may be a factor in their production. 

Herpes Simplex.—Chronic Glomerular Nephritis: Six instances of 
herpes simplex were observed, all of the eruptions being located on the 
face. All of the cases were rather mild, except one, which went on 
to ulceration. Two of the six presented lesions ‘on the buccal mucosa. 
The disease ran the usual mild course. The occasional tendency to 
ulceration had been noted by Bright. 

Nephrosis: Herpes labialis was noted in a single instance associated 
with a pneumococcus group IV bacteremia and abdominal symptoms. 
Although this association is but rarely encountered, its importance lies 
in the fact that when it does occur, it may be a lead to the diagnosis of 
pneumococcal peritonitis. 

Herpes Zoster —Hedinger ™ called attention to abdominal zoster 
occurring in a single case of contracted kidneys, and he conjectured a 
relationship, reflex in nature, since pathologic changes were found in 
the ganglions corresponding to the head zones of the kidneys. Although 
it was observed in our series in four instances, in only one was it 
located on the abdomen. In this case, azotemia was present. Neither 
Heidinger’s theory nor our observation would warrant the establish- 
ment of a causal relationship in view of the paucity of cases recorded. 

Phlebitis —Phlebitis as a complication of chronic glomerular nephri- 
tis with or without edema occurred in five instances. It is observed, 


61. Hedinger: Deutsche Ztschr. f. Nervenh. 24:304, 1903. 
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as a rule, on the lower extremities, but in one instance in our series it 
was of a migrating character, appearing on the arms and legs without 
any apparent regularity. The cases present the usual clinical charac- 
teristics, and the presence of the thickened and usually painful cordlike 
vein serves to differentiate this disease from erysipeloid, to which it 
bears some resemblance. 

By contrast, three cases of phlebitis of the lower extremities were 
noted in the group of essential hypertension without azotemia and none 
in any of the other groups. 

We do not think that the comparatively high incidence of phlebitis in 
the group of chronic glomerular nephritis need be regarded as more 
than a mere coincidence. 

Miscellaneous Eruptions—We have naturally observed a host of 
miscellaneous skin diseases in association with renal disease that bear no 
relationship to nephritis. They include dermatophytosis, tinea versi- 
color, acne, papular urticaria, impetigo, rosacea, neurodermatitis, 
telangiectasia, etc. 

A comparison of the skin diseases observed in other conditions asso- 
ciated with high urea values may be of interest. 

Kidney Diseases Requiring Surgical Procedures: Twenty-four 
cases of various types of kidney diseases requiring surgical procedures, 
with urea nitrogen values ranging between 75 and 236 mg., revealed, 
aside from dryness of the skin, which is quite common, herpes of the 
face in two patients. 

Polycystic Kidneys: A series of ten cases observed in the periwu of 
azotemia demonstrated skin diseases corresponding to those observed in 
the azotemia of medical cases with kidney diseases. They were chiefly 
pruritus and purpura. 

Intestinal Obstruction: In eight cases of intestinal obstruction with 
urea values ranging from 51 to 132 mg., not a single skin disease was 
encountered. In the literature, urea frost is recorded by Bartel. 

It is perhaps well to point out that there are a number of general 
diseases in which skin manifestations occur in association with renal 
involvement. We may mention as examples the Osler group, acute 
lupus erythematosus and periarteritis nodosa (pathologic diagnosis). 
These, as well as a number of skin diseases that terminate with renal 
involvement (pemphigus, etc.), have been excluded as being beyond the 
scope of this article. 

SUMMARY 

1. Histories of 1,100 patients with nephritis were studied for the 
incidence of diseases of the skin. 

2. Skin diseases were found in 320 patients, divided as is table 1. 
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3. The diseases found can be divided roughly into three groups: 
(A) dermatoses regarded as having a direct relationship to nephritis 
and its complications, (B) dermatoses of uncertain association with 
nephritis and (C) miscellaneous (details of groups A and B in table 2). 


TABLE 1.—Skin Diseases in Cases Reviewed 








Groups Aand B Group C Total 

I CI. ona cs nnnccduneknnsesosascipe 21 23 44 
Chronic glomerular nephritis with edema..... s ae 119 98 
Chronic glomerular nephritis without edema... 70\ ; = 
PEE DEEN gcccccccscesccssaneeescccceccoesscccee 10 9 
Essential hypertension—no azotemia..... nee aoe 17 42 
Essential hypertension—with azotemia.. ; siioesb bal 3838 4 
BE GED Scdewscdcddcceccdesciescrenceess 20 9 

Total number of eruptions...................+00. 225 115 


Eruptions in groups A and B—225, or 20 per cent of 1,100 cases 
Total number of cases, 1,100 (inclusive of approximately 250 postmortem examinations) 


TABLE 2.—Classification of Diseases in Groups A and B 








— 
= 





Herpes Zoster 


Eczema* (True) 
Herpes Simplex 


Hemorrhages 
Pruritus 
Urea Frost 
Erythema P 
latum Urem 
Uremie Roseola 
Erysipeloid 
Stomatitis 
Pyodermia 
Drugs 
Toxicoderma 
Phlebitis 
Total 


* 


Acute glomerular nephritis 
Number........ $S5bsSaEOS 9 


—] 
— 
to 
_ 
- 
+ 


Chronie glomerular nephritis 
with edema 
a ‘esc - od 0 0 8 6 
Percentage........ ; 28 10 
OO ee . oo ae 1 0 -_— we 2 4 5 l ‘ 
Percentage....... i 12 0” 
Chronic glomerular nephritis 
without edema 
i ee a. ae es 0 _e 5 
Percentage..... ; 50 
Lipoid nephrosis 
i sconeececnene we es ae 0 0 as ; ae , l 
Percentage.......... : 42 
Essential hypertension 
without azotemia 
Pa 0 ou 0 ir ee +s - l 2 
Percentage......... 15 4 
Essential hypertension 
with azotemia 
in cceksek wks 20 0 4+) (0 Sw l l l 1 
Percentage........ 49 20 10 


Malignant sclerosis 
re 11 2 6 0 0 ee l 
Percentage........ 39 7 2 


* Not the eezema albuminurica (Merk). 

t Includes one case combined with hydronephrosis. 

4. The most frequent condition associated with nephritis is hemor 
rhage ; the next in order is pruritus and its sequelae. 

5. Erysipeloid is the most common skin condition associated with 
lipoid “nephrosis” (42 per cent). The only other renal disease in which 
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it is encountered is chronic glomerular nephritis with a nephrotic 
element (10 per cent). 

6. Patients with azotemia present skin diseases more often than 
those without azotemia. With the exception of urea frost, the etiologic 
relationship between skin diseases and urea is not clear. 

7. Urea frost is an uncommon skin finding, occurring most fre- 


quently in malignant sclerosis. 


8. Drug eruptions, although observed, are not common in nephritis 
of any type. 

9. The use of the term “nephritid” is suggested for the eruptions in 
groups a and b. It is to be employed in the same sense as the terms 
diabetid and leukemid. 

Drs. Baehr, Gross, Kessel, Klemperer and Oppenheimer permitted us to study 
the clinical and postmortem records. Harry Harkowitz, B.S., aided us in collect- 
ing the records. 


1 West Ejighty-Fifth Street. 
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AGRANULOCYTOSIS: Report or A Case with Autopsy Onservations, L, W, 
Emrry and F, Proxscner, Am. J. Dis. Child, 48:947 (April) 1932. 


This case of primary idiopathic agranulocytosis occurred in a child. A detailed 
report is furnished, together with considerations as to the true nature of the 
disease and its differentiation from and relationship to other similar conditions 
of the blood and blood-forming organs. The authors conclude that agranulocytosis 
is a disease sui generis and should not be considered as a lymphatic reaction, A 
possible etiologic factor in this case was the fumes given off by a gas-burning 
furnace. Blood transfusion and oral hygiene were the only therapeutic measures 


of value. ANDERSON, Los Angeles. 


Tue INCIDENCE OF THROMBO-ANGIITIS OBLITERANS IN Brotuers. 5S. §S. 
Samvuecs, Am. J. M. Sc. 183:465 (April) 1932. 


In five hundred cases of thrombo-angiitis obliterans, three families were found 
in which the disease occurred in brothers. In two families, three brothers were 
affected; in the others, only two. Emphasis is accorded the predominance of this 
condition in Jews; its predilection for young males, and its association with 
the smoking of cigarets. The condition may also occur in brothers with no direct 
evidence of inheritance. 


ERYTHROMELALGIA AND OTHER DISTURBANCES OF THE EXTREMITIES ACCOM- 
PANIED BY VASODILATATION AND BuRNING. GEORGE E, Brown, Am. J. 
M. Sc. 183:468 (April) 1932. 


Five basic criteria are given as being necessary for the diagnosis of this rare 
condition: (1) bilateral burning pain in the hands or feet; (2) aggravation of 
symptoms by heat or exercise; (3) relief by elevation, rest or cold; (4) increased 
local heat, and (5) refractoriness to treatment. 

Points of differential diagnosis are given in which other conditions, such as 
polycythemia vera, the toxic effects of thallium, mercury and arsenic, arterio- 
sclerosis, gout and paresthesias of central origin, may play an etiologic r6le. 


Sypuicitic ARTHRITIS witH Errusion. D. H. Kirnc, Am. J. M. Sc. 183:538 

(April) 1932. 

In 9 of 112 cases of arthritis with effusion syphilis was found to be the 
etiologic factor. All cases involved the knee joint and occurred late in the course 
of the infection or in congenital syphilis. To establish the diagnosis, all other 
conditions must be ruled out, a complete examination of the fluid of the joints 
being necessary. The Wassermann reaction of the articular fluid should be 
positive. This type of arthritis is most frequent in children and young adults, 
and antisyphilitic therapy elicits a prompt and characteristic response. 


R. C. Jamieson, Detroit. 


THe URINARY EXCRETION OF PHENOLSULPHONPHTHALEIN AFTER ARSPHEN- 
AMINE. GEORGE B. Rotnu, Am. J. Syph. 16:39 (Jan.) 1932. 


This is a report of experimental work on rabbits to determine possible 
functional derangement of the kidney following the administration of arsphenamine. 
The maximum tolerated dose of arsphenamine administered intravenously to 
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rabbits almost always produces, within forty-eight hours, a fall in urinary excretion 
of phenolsulphonphthalein, which returns to normal in about seven days, This 
decreased output of phenolsulphonphthalein is accompanied by the presence of 
casts and albumin 


PRENATAL TREATMENT OF Syruttis, James R, McCorp, Am, J. Syph, 16:78 
(Jan) 1932 


Further proof of the value of prenatal antisyphilitic treatment is presented, In 
{03 syphilitic women who received treatment, pregnancy ended disastrously in 
6 per cent, In 116 syphilitic women who received no treatment, pregnancy ended 
disastrously in 66.2 per cent, Follow-up Wassermann tests gave negative reac- 
tons in 71 babies whose mothers received 10 or more treatments (neoarsphen- 
anine) and in 6 per cent of 174 babies whose mothers received a smaller number 
oi treatments, From this study it would seem that the greatest margin of safety 
for the baby is offered by giving at least 10 or more treatments. 


Late Cutaneous Sypuitis, P. A, O'Leary and J, R. Rocin, Am. J. Syph. 

16:98 (Jan.) 1932. 

Extensive, destructive and disfiguring late syphiloderms have become extremely 
rare at the Mayo Clinic in the last few years. General comment is made con- 
cerning late cutaneous syphilis. Of a hundred cases of late syphilis of the skin, 
evidence of involvement in the viscera or nervous system was present in forty-five, 
thus upsetting the general impression that prevails that cutaneous syphilids are 
usually not associated with visceral complications of the disease. Of significance, 
however, was the fact that the visceral manifestations of the disease were usually 
of a mild type and responded to antisyphilitic treatment more satisfactorily than 
a similar group of cases used as controls, in which cutaneous gummas had not 


developed. : 
I Reuter, Milwaukee. 


AcropyNnta. Harotp T. Nessit, Arch. Pediat. 49:135 (March) 1932. 


A case is reported the course of which lends support to the theory that 
acrodynia is a deficiency disease. There was a decided improvement in the infant's 
condition after a diet consisting of milk, cereals, brewer's yeast and vegetables. In 
addition she was given ultraviolet radiation and cod liver oil. The yeast, vege- 
tables and cereals, all containing vitamin B, were new to the child’s diet. 


RATTNER, Chicago. 


LIPODYSTROPHIA PROGRESSIVA. AARON CAPPER, Arch. Pediat. 49:155 (March) 
1932. 


Two cases of lipodystrophia progressiva are reported. One of the cases, 
occurring in a man, is unusual because of the sex of the patient, for most of the 
cases reported in the literature occurred in females. Both patients showed marked 
eosinophilia, a finding hitherto unreported. The cases are discussed with reference 
to the etiology of the condition, and the conclusion is reached that the disease 
might result from a condition that may be termed a negative chemotaxis for fat 
globules, or an interference with the normal deposition and incorporation of the 
fat globules in the subcutaneous areolar tissues of the face, neck, arms and chest 


and sometimes the abdomen. demons Suumany 


THE RELATION OF CHRONIC VARICOSE ULCER TO EPITHELIOMA. J. TENOPYR 
and I, SrtvERMAN, Ann. Surg. 95:754 (May) 1932. 


Nineteen patients with epithelioma of the lower extremities were admitted to 
King’s County Hospital during the period from 1921 to 1931. During the same 
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period, more than one thousand patients with chronic ulcers of the leg were 
admitted. In only four of the nineteen cases of epithelioma was the origin at 
the site of chronic ulcers of the lower extremities. The authors deduce therefore 
that the weight of evidence is strongly against the common belief that chronic 
ulceration over prolonged periods plays an important role in the causation of 


eacreateaal L. M. WrepeErR, Milwaukee. 


BASOPHIL ADENOMAS OF THE PiturraRy Bopy AND THEIR CLINICAL MANIFEs- 
TATIONS. HARVEY CusHING, Bull. Johns Hopkins Hosp. 50:137 (March) 
1932. 

Although primarily an article dealing with the endocrine aspects of a certain 
pituitary syndrome, this splendid contribution is of interest to the dermatologist 
because of the findings of painful obesity, hypertrichosis and amenorrhea with 
overdevelopment of secondary sexual characteristics. In several of the cases there 
was considerable pigmentation particularly around the eyelids, groins, pubis and 
areolae of the breasts. In another case, acrocyanosis with scars and ecchymoses 
of the lower limbs was present. All but one of the cases in females showed 
purplish cutaneous striae. 


EXPERIMENTAL YAws: I. COMPARISON OF THE AVAILABILITY OF THE RABBIT 
AND THE MONKEY FOR THE ISOLATION OF STRAINS OF Yaws. T. B. 
Turner and J. H. Cuamsers, Bull. Johns Hopkins Hosp. :253 (April) 
1932. 

This communication is the first of a series dealing with experiments designed 
to throw light on the question whether or not yaws and syphilis are identical. 
In this paper are recorded the author’s experiences in transferring the virus of 
yaws to rabbits and monkeys. The work was done in Haiti. Material from ten 
different patients suffering with yaws was transferred. Eight strains of yaws 
spirochetes were recovered by inoculating rabbits and propagated through a second 
generation of this species. Of the three methods used in inoculating rabbits— 
testicular, intracutaneous and granulating wound—definite lesions of yaws developed 
only after testicular inoculation. Five monkeys were inoculated with material 
from as many different patients, and, though lesions were produced in some, 
Treponema pertenue could not be demonstrated. There was no assurance, there- 
fore, that the organisms were transmitted to these animals. 


ANDERSON, Los Angeles. 


THe Complex or Eczema. Joun H. Stokes, J. A. M. A. 98:1127 (April 2) 
1932. 

This paper is essentially a diagnostic and etiologic analysis of the complex of 
eczema, based on the view that all inflammations of the skin exhibit a complex 
rather than a simple etiology, with a predisposing background and exciting causes. 
Eczema is defined as a persistent dermatitis in which the predisposing causes, 
or background, outweighs the immediate causes. It is a broad etiologic concep- 
tion made up of ten or more components, which include: (1) the hereditary or 
familial predisposition, (2) the ichthyotic factor, (3) the seborrheic habitus, (4) 
the pyogenic factor, (5) the mycotic factor, (6) the factor of focal intoxication, 
(7) the metabolic factor, (8) the allergic factor, (9) the neurogenous factor and 
(10) the diathetic state (eczema-asthma-hay fever complex). These components 
are linked one with another, so that today one factor may dominate the clinical 
picture and later another factor, and only when a component overwhelmingly 
dominates the picture does Stokes give it the descriptive designations seborrheic 
eczema, mycotic eczema, neurogenous eczema, etc. All of the components, how- 
ever, contribute to the complex of eczema, and the treatment is based on the 
relative proportions of the various elements. The remainder of the paper is given 
to a description of the diagnostic clinical features of the various components. 
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RETROBULBAR Neuritis Due To THALLIUM Porsontinc. WALTER I. LILLIE 
and Harry L. ParKker, J. A. M. A. 98:1347 (April 16) 1932. 


Two cases are reported in which long after the use of Koremlu Depilatory 
Cream, there was development of retrobulbar neuritis, with optic atrophy in one 
f the cases. The visual disturbances persisted long after the peripheral neuritis 
in the legs cleared up. 


Tue Patcu TEST AND THE ELEMENT OF SYRINGE CONTAMINATION IN ARSPHEN- 
AMINE SENSITIZATION DeRMaTiITIs. ARTHUR G. ScHocn, J. A. M. A. 
98:1367 (April 16) 1932. 


After considerable trial, the author concludes that the patch test with neo- 
irsphenamine to determine the sensitization of the skin can be used as a reliable 
guide in determining whether or not arsenicals can be given to a patient who 
previously had suffered from dermatitis due to arsphenamine. It is the only 
practical method of testing for cutaneous hypersensitiveness; it is much more 
practical than the percutaneous or the intracutaneous method. Patch tests were 
performed on eight patients who had had arsphenamine dermatitis. Four of 
them, in whom the results were negative, were given more arsphenamine without 
untoward results, and three of four patients with strongly positive reactions to the 
patch test gave demonstrable evidence of cutaneous intolerance to arsphenamine. 
Attempts to desensitize two patients by injections of minute amounts of sulph- 
arsphenamine bismuth were unsuccessful. In two cases outbreaks of arsphenamine 
dermatitis after injections of bismuth were thought to be due to the use of syringes 
and needles which contained minute amounts of sulpharsphenamine bismuth. The 
pertinent literature is critically reviewed, the cases reported in detail, and the 


experimental work carefully controlled. RATTNER, Chicago 


Ginarvitis. H. M. Cope, J. Lab. & Clin. Med. 17:437 (Feb.) 1932. 


Cobe believes that chemotherapy is definitely indicated in gingival infections. 
The cooperation of the laboratory and of the dentist is necessary in suggesting 
the proper antiseptic to use in the treatment of gingival infections such as 
streptococcal gingivitis, ulceromembranous gingivitis and pyorrhea. Gingival 
infections due to gram-negative organisms respond to treatment better and more 
rapidly than do those due to gram-positive organisms. There seems to be no 
basis for the idea prevalent in medical minds that the gram-positive organisms 
respond more successfully to the dyes than to the mercurials. Gingival cultures 
show a diversified bacterial flora with a large percentage of molds and 89 per cent 
of streptococci present in lesions. For chemotherapeutic diagnosis, inoculation by 
stroke and stab is necessary and direct inoculation gives the most accurate results. 
Merthiolate, metaphen, a mixture of acriflavine and gentian violet, and phenol 
were found to be the four antiseptics of highest bacteriolysis of eleven used in 
a series of fifty cases. In treatment, the use of two or more of the bacteriolytic 
antiseptics applied alternately and in combination with arsphenamine has been 
found to give the most satisfactory results, with the fewest recurrences. 


Eprror’s Apstract. [J. A. M. A.] 


\cne AGminata, W. Jenkins Otiver, Brit. J. Dermat. 43:400 (Aug.-Sept.) 
1931. 


The clinical records of three cases combined with histologic studies in two 
cases of acne agminata are presented. The author states that he has adopted the 
name given by Crocker for his cases rather than that of “lupus follicularis dis- 
seminatus” (Tilbury-Fox), in order to avoid confusion with the condition of 
lisseminated miliary lupus vulgaris, and in preference to “acnitis” (Barthélemy), 
which he regards as an ambiguous designation. He feels that a general survey 
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of the literature shows that the tuberculous origin of acne agminata remains “non- 
proven.” He agrees with Schaumann and others who feel that acne agminata is 
not related to Boeck’s miliary lupoid. He also feels that Gray’s suggestion of 
the existence of more than one condition of acne agminata is pertinent. The 
characteristic distribution of the lesions and their fairly regular development and 
involution, together with the nonrecurrence of the eruption, point to a well defined 
reaction, if not to a disease sui generis. The careful tracing of the after-histor, 
of patients may provide a solution as to the nature of this cutaneous disorder 
Photographs showing the lesions in each case accompanies the article. 


X-Ray TREATMENT OF RINGWORM OF THE SCALP: A SurRVEY OF 2,400 Cases 
S. C. Suanks, Brit. J. Dermat. 43:477 (Oct.) 1931. 


An account of the technic used and the results obtained in a series of 2,40) 
cases of ringworm of the scalp personally treated by the author is presented 
Shanks feels that, in spite of the recent introduction of thallium acetate, roentgen 
depilation is still the main weapon in the armamentarium of the dermatologist 
He describes a method of restraint for very young patients, a method by whic! 
the child can be kept absolutely still during the exposures without harm or dis- 
comfort, thus overcoming the difficulty in irradiating scalps of children below 
3 years of age. He discusses the historical aspects, the apparatus, technic and 
dosage, and then presents in detail his modification of the original Kienbock- 
Adamson technic used in this series, together with illustrations, and a table 
presenting the results of irradiation. He comments on the diminishing incidence 
of ringworm of the scalp, the number of patients admitted to the hospital during 
the last decade diminishing from 450 in 1920 to about 175 in 1930. 


ERYTHEME PApULO-CIRCINE MIGRATEUR OF DARIER: REPORT OF A CASE 
A. D. McLacuLan and W. H. Brown, Brit. J. Dermat. 43:506 (Oct.) 1931 


A case is reported in a girl, aged 2 years, who presented an eruption on the 
cheeks and forearms of two weeks’ duration when first seen. She was seen a 
year later with a recurrence of the eruption, the attack lasting for four months 
This eruption was confined to the arms and legs, and the initial lesion appeared 
as a raised, firm, edematous papule one-half inch (12 mm.) in diameter. This 
lesion spread peripherally, forming circular, oval or segmented lesions, with spread- 
ing margins, raised and cordlike and fading in the center. Each lesion, from its 
inception to its final disappearance, lasted from three to five weeks. Six excellent 
photographs, one in colors, and three photomicrographs illustrating the histo- 
pathology accompany the article. A review of the literature, together with a 
brief résumé of some of the points of interest, concludes the paper. 


Wren, Chicago. 


ACHLORHYDRIA IN PEttaGrRa. J. B. Guturie, J. Trop. Med. 35:71 (March 1) 

1932. 

Sixty-five per cent of a series of 196 pellagrins were found to have achlorhydria 
The presence of hydrochloric acid, however, is no criterion of the severity of 
the disease, although the presence of hydrochloric acid may give a somewhat 
better prognosis. 


Leprosy IN CuiiprReN. C. J. Austin, J. Trop. Med. 35:113 (April 15) 1932 


Of a total of 1,450 patients admitted to the leprosarium in nineteen years, 105 
were under 15 years of age. Since 1918, 14 have been paroled as clinically and 
bacteriologically free for a period of two years. Two of them later had a 


relapse. R. C. Jamieson, Detroit. 
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Skin COMPLICATIONS OF VaRICcOsE Utcers. L. P. U. Crivettr, M. J. 
Australia 1:435 (March 26) 1932. 


Eczema is considered not as a disease or a group of diseases, but as an inflam- 
matory process special to the skin, a vital reaction due to intolerance of the skin 
or agents that would or might do harm. It must be distinguished from chronic 
bacterial infections which may simulate it. Many of the so-called varicose 
eczemas, especially those surrounding ulcers, are really cutaneous infections, and 
ire mainly due to organisms of three types, streptococci, staphylococci and mycoses. 
These can be differentiated early, but later they become superinfected with staphylo- 
occi. The streptococcus has a tendency to lodge itself in a fold of the skin and 
set up an intertrigo with formation of fissures, and it sometimes invades the 
deeper tissues, causing lymphangitis or erysipelas. The staphylococci have a pre- 
lilection for the follicular orifices, and may be primary although they are usually 
secondary invaders. The mycoses are ubiquitous, causing eczematous patches or 
iicers. Lotions are preferred to ointments in the treatment of these conditions. 


RATTNER, Chicago. 


LeromyomMa, W. N. Gorpsmitn, Proc. Roy. Soc. Med. 25:672 (March) 1932. 


In I. P., a woman, aged 26, the arms and forearms (mainly the extensor 
aspects), the thighs and legs (both aspects, but not the flexures of the knees) 
and the shoulders and sternoclavicular region presented a profuse eruption of 
small, round or oval, hard elevations, some white and some deep red, a few discrete 
hut most of them coalescing into extensive sheets. The overlying epidermis was 
normal. Most of the nodules had a long diameter, about 5 mm. The left cheek 
was thrown into thick, raised, rather fawn-colored folds, which felt cystic on 
palpation; the surface showed patulous pilosebaceous orifices and a few follicular 
pustules. At the lower end of the chief fold there was a little discharge of serous 
fluid. At the time of the patient's presentation subjective symptoms were confined 
to occasional slight itching. The eruption had begun at the age of 12 years in 
the form of itching red spots, attacking chiefly the arms and legs. It spread 
later to the shoulders and the upper part of the chest and back. The face became 
involved only in June, 1931, and here the eruption began as a boil, which soon 
discharged a dark brown substance. When the patient was first seen by me a few 
weeks later, the condition of the limbs and the shoulder girdle was as at presenta- 
tion, except that there was intense itching. The face was, however, affected by 
a definite furuncular condition, for which fomentations with biniodide of mercury 
were instituted. This treatment had been maintained ever since, and the cheek 
had greatly improved, so that there was little evidence of infection. A_ biopsy 
specimen taken from the forearm revealed masses of interlacing plain muscle 
fibers in the cutis. Besnier divided cutaneous myomas into two groups: 1. Multiple 
myomas, arising at any point of the skin either from the erectors of the hairs 
or from the muscle cells of the blood vessels. They appear as pink elevations, 
scattered or agminated, and reach the size of a peanut or larger. 2. Dartoid 
myomas, which are more rare. They appear only where there is a dartoid layer, 
e. g., the mammary areola, scrotum or labia majora. They are often solitary, 
and may reach the size of a fist. 


\cute Lupus ErytHeMATOosus WITH BuLiaE, A. M. H. Gray, Proc. Roy. 
Soc. Med. 25:674 (March) 1932. 


A woman, aged 33, had a rash which began with redness of the face after 
walking in the sunshine in May, 1931. In September, red patches appeared 
on the backs of the hands, and a large ringed patch on the front of the neck 
and the upper part of the chest. In November the feet became red, and the 
ces and soles showed a tendency to formation of blisters. The hands also began 
'. blister and crack, and crusts were formed. The case was one of unusually 
cute lupus erythematosus with formation of blisters on the hands and feet, and 
‘rious ringlike formations with an edge of blisters (which in the case of the 
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first named lesion had become purulent) on the front of the neck and chest and 
on the right side of the neck. The patient had had no rise of temperature while 
under observation, except on the day of admission to the hospital. The pulse rate 
had been rather rapid.’ The patient had been blind in one eye since birth and had 
congenital nystagmus. Cultures from the blood had proved negative for tubercle 


bacilli and all other ‘organisms. . : 
8 Guy, Pittsburgh. 


PositIvE INOCULATION OF A GUINEA-PIG In Lupus ERYTHEMATOSUS TUMIDUS 
GOUGEROT, BURNIER and RaGu, Bull. Soc. frang. de dermat. et syph. 39:220 
(Feb.) 1932. 

A fragment of tissue from a case of lupus erythematosus tumidus was injected 
under the right thigh of a guinea-pig. At autopsy caseous inguinal adenitis and 
pulmonary tuberculosis were found. Direct examination of the glands and of 
the spleen revealed the presence of tubercle bacilli, and culture of the glands gave 
numerous colonies of the organisms. 


LOCALIZED GANGRENE OF THE TONGUE SIMULATING GUMMA. GOUGEROT, 
R. Conen and P. Decourt, Bull. Soc. frang. de dermat. et syph. 39:229 
(Feb.) 1932. 


A patient with pulmonary tuberculosis presented an ulcer of the tongue, partly 
gangrenous. Although the condition clinically resembled gumma, syphilis was 
ruled out, as was also tuberculosis. Fusospirillary organisms were recovered 
from the ulcer, and the final diagnosis was gangrene of traumatic origin. Local 
application of neoarsphenamine effected rapid and complete healing of the lesion 


ACANTHOSIS NIGRICANS LOCALIZED IN ONE AXxILLA. GouGERoT and P. BLumM, 
Bull. Soc. frang. de dermat. et syph. 39:230 (Feb.) 1932. 


A woman seeking relief from other dermatologic complaints was found to 
have a lesion in the left axilla which bore all the clinical earmarks of acanthosis 
nigricans. Biopsy confirmed the diagnosis. No pigmented or papillomatous lesions 
could be found elsewhere. An exhaustive visceral examination revealed no sign 
of neoplasm. The patient was suffering from an adiposogenital syndrome also, 
and was receiving pluriglandular therapy. Why should acanthosis nigricans be 
so localized as this? To follow the evolution of the condition in this patient should 
prove interesting. 


ZONA AND VARICELLA. A. TOURAINE, J. Hesse and L. Gocé, Bull. Soc. frang 
de dermat. et syph. 39:267 (Feb.) 1932. 


Four instances are recorded that tend to support the theory of a close causal 
relationship between herpes zoster and varicella, as follows: (1) zona in a father, 
followed by varicella in two children; (2) varicella in two infants, followed by 
zona in the father; (3) varicella in a girl, followed by varicella in two sisters, 
followed by zona in the grandmother, and (4) varicella in three pupils, followed 
by zona in the teacher, followed by varicella in her two children, followed by 
zona in a neighbor who played with them. Two hundred and forty similar 
observations have been collected from the literature by Netter. The authors 
believe that the virus of the two diseases is identical. 


PrimMARY Tumor oF Mycosts FUNGOIDES ON THE CHIN. PAUTRIER and F 
WorRINGER, Bull. Soc. frang. de dermat. et syph. (Réunion dermat. Stras- 
bourg) 39:297 (Feb.) 1932. 


A woman, aged 56, presented a single lesion on the chin of five weeks’ dura 
tion. It consisted of a rounded, small coin-sized, doughy, reddish-brown nodosity, 
with a convex surface, projecting 3 or 4 mm. above the skin. <A clinical diag- 
nosis was difficult. Angiolupoid and Boeck’s sarcoid were considered. Biopsy 
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suggested a leukemid, but the blood was found to be normal, and the investigators 
finally decided that they were dealing with a twmeur d’emblée of mycosis fungoides. 
The lesion responded promptly to roentgen therapy. 

Ganpy, Houston, Texas. 


LINEAR MARKING OF THE LUMBAR SACRAL Recion, Leven, Dermat. Wehnschr. 
94:333 (March 5) 1932. 


The author reports observing a condition of the skin which consists of atrophic 
depigmented lesions arranged in a linear formation across the lower part of the 
back. This occurred in three of nine brothers and sisters and in the mother. 
The author considers it to be a rare disease sui generis and believes that it 1s 
inherited as a dominant characteristic. 


Tue DISTRIBUTION OF TROMBIDIASIS (TROMBIDIASIS IN THE RHINE VALLEY). 
S. Fuss and P. SumMeEnNt, Dermat. Wehnschr. 94:336 (March 5) 1932. 


An eruption occurred every summer in the persons who worked in a particular 
garden on the Rhine. A larva with three pairs of legs was recovered from the 
individual lesions, which was either Leptus or Trombicula autumnalis. It appar- 
ently was obtained from the trees as well as from the grass and did not originally 
occur in the neighboring gardens. 


Psortasis IN Twins. K. H. VonwinKet, Dermat. Wehnschr. 94:340 (March 5) 
1932. 
Psoriasis developed at the same period in identical twins, and an exacerbation 
occurred in both at practically the same time. The mother also had _ psoriasis. 


EXPERIENCES witH Husropiast. E. Scuusert, Dermat. Wehnschr. 94:342 
(March 5) 1932. 


Histoplast is an extract of staphylococci mixed with an indifferent absorbable 
plaster mass. The author reports good results from its use in furuncles, follic- 
ulitis, pyodermia and indurated acne papules. 


Tue PracricAL USEFULNESS OF THE Drop REACTION OF IZRAELSON. TADENSZ 
CHoRAZAK, Dermat. Wehnschr. 94:343 (March 5) 1932. 


The author compared the reactions of Wassermann, Sachs-Georgi and 
Izraelson in a series of 366 syphilitic and nonsyphilitic serums. He found the 
drop reaction more sensitive in early primary and latent syphilis and in neuro- 
syphilis and somewhat less sensitive in other stages. The percentage of non- 
specific reactions was too high to make the test useful except as a control. 


Tue INFLUENCE OF EXTERNAL FACTORS ON THE SYPHILITIC EXANTHEM. JOSEF 
GuszMAN, Dermat. Wehnschr. 94:348 (March 5) 1932. 


A case is reported in which the patient was treated by hot applications over 
the lower part of the abdomen for eight days for abdominal pain. A few days 
later, a maculopapular syphilid appeared which did not involve the area treated 
with heat. 


EczEMA SEBORRHOICUM OF UNNA OR SCHIZOSACCHAROMYCOSIS OF BENEDEK: 
V. Tue PRESENCE OF SACCHAROMYCES IN THE UmBILICAL BLoop. W. 
ENGELHARDT, Dermat. Wehnschr. 94:377 (March 12) 1932. 

Engelhardt found doubtful Schizosaccharomyces in two cultures in fifty-seven 
cases and in a like number of smears of umbilical blood. He believes them to be 
due to technical errors and discusses the opportunity for such errors, 
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Unusvuat Derect or THE ALA NASI FROM SYPHILIS AND ITs OPERATIVE 
Correction. Cart Moncorprs, Dermat. Wehnschr. 94:383 (March 12) 
1932. 


A notchlike deformity of the right ala nasi occurred following the cure of a 
gumma on the inner surface of the naris. The operation for its correction js 
described. 


MULTIPLE GANGRENE OF THE SKIN. HERMANN FINKELSTEIN, Dermat. 
Wehnschr. 94:405 (March 19) 1932. 


A woman 67 years old had suffered from acute arthritis nine years before 
examination. The condition became chronic, causing her to become bedridden. 
About two months before examination bluish spots developed, first on the leit 
ankle and then on the calves, which ulcerated and healed spontaneously. New 
lesions of necrotic type developed from time to time on various parts of the body. 
Physical examination gave negative results except for the arthritis and extreme 
emaciation. Vegetables and fruit were not sufficiently prominent in the diet. The 
author considers the condition a hematogenous toxic one on the basis of the 
chronic infectious arthritis. 


UNDESIRED PERMANENT ALOPECIA FOLLOWING ROENTGEN RADIATION: 
ExcusSABLE ROENTGEN ACCIDENTS. Kart Hoepe, Dermat. Wehnschr. 
94:410 (March 19) 1932, 


The author reviews the opinions of various authorities in regard to the dosage 
and possibility of accidents in roentgen epilation for ringworm. He reports a 
single case of permanent alopecia in a series of 137 children. It occurred in one 
of two brothers irradiated on the same day (in 1921). He concludes that an 
untraceable error in technic occurred. The epilation dose should not exceed 
80 per cent of a skin erythema dose for adults or 50, 60, or 70 per cent for children, 
according to age. 


REACTIONS OF THE SKIN FOLLOWING THE INTRAMUSCULAR INJECTION OF 
Rapium “E.” P. Zapix, Dermat. Wchnschr. 94:415 (March 19) 1932. 


The author has been using intramuscular injections of radium E experimentally 
in the treatment of malignant growths. He noted the development of circular 
areas of light to dark brown pigmentation having a diameter of about 5 cm. The 
appearance resembled that following a reaction to irradiation, but there was no 
preliminary erythema. The amount of radium E injected was 0.5 mg. It was 
injected into the muscle of the buttock to a depth of from 4 to 5 cm. The amount 
of radiation reaching the skin would thus be extremely small. 


ERYTHEMA ELevatumM DIvTINUM. DESIDERIUS STEIGER-KazaL, Dermat. 
Wehnschr. 94:416 (March 19) 1932. 


An eruption occurred in a 6 year old girl which involved the upper surfaces 
of the feet and the outer surfaces of the ankles over a palm-sized area. It 
consisted of nodules varying from the size of a lentil to that of a bean, tending 
to ring formation. The lesions were red at first, and in from two to three weeks 
became livid brown. Histologically there was edema of the prickle cell layer 
with a few leukocytes. The capillaries were dilated in the papillary layer, and 
there was infiltration of lymphocytes and young connective tissue cells around 
the sweat glands and small vessels of the corium. Here and there in the corium 
were areas of necrosis surrounded by a cellular infiltrate. 
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tue HIsTOLOGY OF THE CHONDROMAS OF THE SKIN AND THE CARTILAGINOUS 

ExostTosEs. Panciotos B. Puotinos, Dermat. Wchnschr. 94:433 (March 

26) 1932. 

The author reviews briefly the literature on the subject, and reports the case 
of a 9 year old boy who presented a tumor under the nail of the left great toe 
which showed in the roentgenogram as an exostosis, Microscopically, the transi- 
tion from bone through calcified cartilage to cartilage was demonstrated. 


THe SKIN CHANGES IN EXOPHTHALMIC GOITER. 5S, LIEBERMANN, Dermat. 


Wehnschr. 94:437 (March 26) 1932. 


A case of circumscribed symmetrical myxedema of the legs associated with 
hyperpigmentation of the face is described. The patient, a 36 year old man, 
had a typical exophthalmic goiter. 


MEDICOPHYSICAL COMBINATION TREATMENT OF ACNE ROSACEA WITH RELA- 
TIVELY SIMPLE MEANS, ALEXANDER ORNSTEIN, Dermat. Wchnschr. 94:440 
(March 26) 1932. 

The author stresses the importance of prescribing for an underlying condition. 
He advises the use of the Kromayer lamp for the treatment of infiltrative lesions 
and the electrocautery and diathermy needle for telangiectases. In special cases 
freezing with carbon dioxide snow or ethyl chloride is used. 


RESIDUAL SCLEROSIS, PSEUDOPRIMARY EFFECT AND REINFECTION IN TREATED 
SyPHILIS. RUDOLF STREMPEL, Dermat. Wchnschr. 94:444 (March 26) 1932. 


The first patient received twelve injections of neoarsphenamine for sero- 
positive primary syphilis and no further treatment. Two months later, a residual 
sclerosis appeared in the same location as the original chancre. The second 
patient received neoarsphenamine and bismuth for an early case of secondary 
syphilis but with a rather small total amount of neoarsphenamine. Fourteen 
months later he presented a pseudoprimary sclerosis. The third patient received 
a satisfactory amount of therapy, both neoarsphenamine and bismuth being given, 
for early secondary syphilis He developed a new primary lesion eight years 
later, having had a negative reaction of the blood during all of that time. 
The difficulty of deciding whether or not a lesion is a true reinfection is discussed 
at some length. Taussic, San Francisco 


MopeE or ActTION OF Potassium. J. SAUER, Deutsches Arch. f. klin. Med. 

172:223 (Dec. 21) 1931. 

Oral administration of large doses of potassium acetate causes an increase in 
the potassium content of serum and cerebrospinal fluid. The serum calcium soon 
increases also, the ratio of calcium to potassium remaining unchanged. Sodium is 
displaced from the serum. The disappearance of pruritus is not dependent on 
an increase in the potassium content of the blood serum. 


Dootey, Kent, Conn. [Am. J. Drs. Curvp.] 


ERYTHEMA Noposum IN SCHOOL CHILDREN. <A. WALLGREN, Kinderarztl. 
Praxis 2:485 (Nov.) 1931. 

When a child becomes infected with tuberculosis, it is from three to seven 
weeks before sensitivity to tuberculin develops; fever ensues, and roentgen exam- 
ination of the chest shows greater or less thickening near the hilus. At this 
stage of primary tuberculosis, erythema nodosum develops in a certain percentage 
of infected children. By carefully examining the contents of the stomach in 
twenty-seven school children with erythema nodosum, Wallgren found tubercle 
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bacilli in 44 per cent. According to whether the roentgen findings in the lungs 
were mild, medium or extensive, the positive results of gastric lavage were 
respectively 10, 50 and 85 per cent; that is, the greater the involvement of the lungs, 
the greater were the chances of finding tubercle bacilli. Children with erythema 
nodosum, if the roentgenogram shows slight involvement of the lungs, should be 
kept from school for approximately one month. Children with more extensive 
involvement should be isolated for six months, in order to prevent infection of 


their schoolmates. HvENEKENS, Minneapolis. [Am. J. Drs. Curvp.]. 


Lympnatic EpEMA OF THE SKIN. F. SamBerGer, Ceska dermat. 12:282 (June) 
1931. 


Two types of edema are described: mechanical lymphostasis, caused by mecha- 
nical interference with the return of the lymph from the skin, and functional! 
lymphostasis, which may be caused by a paresis or paralysis of the cutaneous 
lymph vessels. The mechanical lymphostasis is the pathologic basis of elephan- 
tiasis. Depending on the cause of obstruction, there are several independent types 
of elephantiasis. The functional lymphostasis also may have various causes: 
thyroid insufficiency, resulting in various types of myxedema; nervous disorders; 
paresis of the lymph capillaries by poisons and toxins, and even capillary exhaus- 
tion. Thus, depending on the cause, different clinical pictures may again result. 
According to Samberger, lymphostasis and inflammation combined give clinically 
and histologically the picture of exfoliative dermatitis. 


MeEIcGE — Mivroy Disease. Emit Petracex,Ceska dermat. 12:285 (June) 1931. 


After a review of the literature on chronic hereditary edema, the author cites 
a familiar case. Mother, son and daughter were affected. The onset in all three 
was at puberty. The distribution was identical: the feet and the lower one third 
of the legs were involved, solid edema being sharply demarcated from the normal 
skin above. Biopsy showed normal epidermis and thickening of the corium. No 
morphologic or staining changes were found in the connective and elastic tissues. 
No mucin-like substance was found. There was a slight increase in nuclei. There 
was no infiltrate. Numerous dilated lymph vessels were found in the deeper layers 
of the corium. The latter finding explains the genesis of the “pachyderma of 
the lower extremities.” As is usually the case in moderate functional lympho- 
stasis, the tissues are able to use up the slight excess of lymph and show a 
moderate hypertrophy and no degenerative changes such as are seen in mechanical 
and inflammatory lymphostasis. The author’s patients also showed hypothyroidism 
as the underlying cause of the functional lymphostasis. He considers Meige’s 
disease a forme fruste of myxedema. 


A Few PropLeEMsS IN THE PATHOGENESIS OF ECZEMA. ALFRED PERUTZ, 
Ceska dermat. 12:329 (Oct.) 1931. 


The author selects for his study the problem of occupational dermatoses as 
they lend themselves well to the study of hereditary tendency and the nature of 
the irritant causing eczematoid reactions of the skin. The author agrees with 
Dorr that one does not inherit a specific allergy, but a tendency to allergy as 
such. He differentiates between toxic dermatoses and allergic dermatoses. While 
in toxic dermatitis the cutaneous changes correspond to the chemical, physical 
or pharmacologic character of the irritant, in allergic dermatitis the cutaneous 
changes show nothing characteristic for that particular irritant. To produce a 
toxic dermatitis no constitutional disposition is required. However, a iocal dis- 
position of the skin comes into consideration; changes in the secretion of fat and 
the permeability of the skin are important. To produce an allergic dermatitis, an 
allergic state—congenital or acquired—is necessary. In such cases, hyper- 
keratotic or parakeratotic diathesis and constitutional instability of the autonomous 
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nervous system play an important role. By passive transfer, Perutz was successful 
proving the allergic nature of several dermatoses (arsphenamine, iodoform, 
primrose and turpentine dermatitis, etc.). 


INFLUENCE OF THYROID ON ALOopEcIA. Vuasta Rimova, Ceska dermat. 12:345 

(Oct.) 1931. 

Five generations of a family showing disturbances of the thyroid gland and 
diffuse alopecia are presented. The great grandfather of the patient had a goiter; 
her grandfather had premature alopecia, and her mother had diffuse thyrogenous 
alopecia and myxedema. The patient had diffuse alopecia. One of her two 
children was stillborn; the other showed congenital aplasia of the thyroid and 
died when 3 weeks old. Her relatives showed endocrine disturbances. One aunt 
had diabetes, another exophthalmic goiter and diabetes, a third a goiter and a 
fourth a goiter and diffuse alopecia. All her uncles and male cousins showed 
premature alopecia, one at 17 years of age. 

The author believes that the diffuse alopecia in women and premature alopecia 
in men have their origin in congenital disturbance of the thyroid gland. Both 
types of alopecia appear after puberty, probably for the reason that the functional 
awakening of the gonads activates the thyroid deficiency and thus affects the 
vitality of the epithelial cells. 


ERYTHEMA EXUDATIVUM MULTIFORME ERYTHEMATO-VESICULOSUM RECIDIVANS 
NEUROGENES. Marie Runtova, Ceska dermat. 12:354 (Nov.) 1931. 

The author reports a case of rare erythema multiforme of nervous origin. The 
patient, a man 44 years of age, had four attacks, presenting an identical clinical 
picture and localization on the skin. The mucous membranes of the stomach and 
urethra were also involved. Each attack followed an outburst of temper. Neuro- 
logic examination showed a vagosympathetic constitution, a tendency to collapse, 
acrocyanosis, a subnormal temperature, hyperhidrosis of the hands and feet and 


snderness of the nerve trunks. " in pe 
tenderness me serve ¢ “ Sprnka, Texarkana, Texas. 


THe AsBiLity oF THE BLoop to Brnp Saricytic Actp In So-CALLED ALLERGIC 
DISEASES OF THE SKIN AND OTHER DerMATOsES. W. CHYLEWSKI, Przegl. 
dermat. 26:236, 1931. 


The author has found that the ability of the blood to bind salicylic acid is 
distinctly lessened in “spaetexsudatives eczematoid” of Rost, and that there is a 
less marked decrease in urticaria and urticaria perstans. The blood in patients 
with secondary syphilis showed a still less marked decrease in the binding ability, 
but it was more marked than that in tuberculosis of the skin. In other dermatoses 
of the skin not considered allergic, such as psoriasis, lichen simplex and others, 
the blood was able to bind a greater amount of salicylic acid than in cases in 
which the patient was free from a cutaneous condition. 

The authors therefore assume the possibility that in some diseases of the 
skin, in contradistinction to the so-called allergic dermatoses, there is not a 
lessened binding power of the blood for salicylic acid but an increased one. 


SEROLOGIC REACTIONS IN EXPERIMENTAL SYPHILIS OF RABBITS. T. CHORAZEK and 
K. Ziscu, Przegl. dermat. 26:259, 1931. 


In their studies of serologic reactions in rabbits, the authors used the following 
tests: 1. the Wassermann test with human heart extract (a) without the addition 
f cholesterol, (b) with the addition of a 1 per cent solution of sodium chloride, 
c) with the addition of a 1.5 per cent solution of sodium chloride and (d) 
iter the removal of lipoids dissolved in acetone (so-called extract of Bordet- 
Ruelens). 2. Sachs-Georgi precipitation test. 3. Meinicke turbidity test. 4. Gutta- 
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diaphot test. The authors come to the conclusion that none of these reactions 
is specific. The best results were obtained with the Sachs-Georgi and Meinicke 
tests in rabbits when sodium chloride was added to their food. These methods 
can by no means be called specific, but the results obtained are encouraging + 
further investigations. The serologic reactions in rabbits are so far unfit t 
indicate syphilitic infection, as they are too doubtful and unreliable. 


RESEARCH ON COAGULATION OF THE BLOOD IN SyPHILITIC PATIENTS WITH 
CONSIDERATION OF THE CALCIUM LEVEL IN THE SERUM AND OF THE Btoop 
GROUPING. MARJAN MIENICKI, Przegl. dermat. 26:274, 1931. 


The absence of systematic research work on coagulation of the blood in 
syphilis has induced the author to attack this problem. The patients examined had 
never been treated or at least had not received any treatment eight weeks 
prior to the investigation. Thus the influence of specific medication on the result 
of these investigations was excluded. Two hundred and four syphilitic persons 
in different stages of the disease were examined, and the author came to the 
following conclusions : 

1. The blood of syphilitic persons has a tendency to an increased coagulation 
time. 2. This tendency increases gradually from the primary stage up to and 
including the tertiary stage. 3. In the fourth stage (tabes dorsalis and dementia 
paralytica), the blood shows a tendency to diminished coagulation time. 4. In 
primary, secondary and tertiary syphilis and also in tabes, the amount of calcium 
in the blood is slightly increased; in dementia paralytica it is less than in the 
other stages. 5. The calcium content in the serum does not depend on the blood 
group to which the syphilitic patient belongs. 7. The syphilitic patients of the 
blood group AB are inclined to enter the tertiary and the fourth stages. 


UrticaArRtA HerepITARIA (FAMILIARIS) IN THREE GENERATIONS. K. TROPAUER, 
Przegl. dermat. 26:317, 1931. 


The author reports a case of giant urticaria in a 17 year old boy which 
started soon after birth and the individual lesions of which lasted from one to 
two days. The blood and urine were normal. One brother and two sisters, his 
mother, his aunt and his grandmother were all similarly affected, and in all of 
them the eruption started soon after birth and lasted throughout life. The author 
assumes as the cause some endocrine disturbance or disturbance in the nervous 
system which was inherited from generation to generation, and which spared 
only a few members of the family. 


CYSTICERCOSIS OF THE MENINGES AND THE SUBCUTANEOUS TISSUE. B. STEPIEN 
and M. Grzysowsk1, Przegl. dermat. 26:321, 1931. 


The authors report a case of a 55 year old man who suffered for five years 
from convulsions of the type of jacksonian epilepsy and who showed in the 
subcutis of the extremities and trunk pea-sized and bean-sized, flat, elastic, movable 
tumors, which were not tender and did not produce any inflammatory reaction in 
the surrounding tissue. The blood showed a 9 per cent eosinophilia, and the spinal 
fluid showed a strong Nonne-Apelt reaction, 0.9 per cent albumin, 115 cells in one 
cubic millimeter and numerous eosinophils. Extirpation of one of the tumors 
revealed cysts containing larvae of Taenia solium. 


SPIROCHAETA PALLIDA IN SPLEENS AND BRAINS OF MICE INFECTED WITH 
Sypuitis. U. Takami and T. Isurcamti, Lues: Bull. Soc. japon. de syph. 
7:1 (Oct.) 1931. 


The authors inoculated the scrotums of mice with emulsion of the testicle 
of a syphilitic rabbit, and after 25, 70, 200, 250 and 350 days injected different 
dilutions of the spleen and the brain of those mice intracutaneously into the backs 
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ns ; rabbits. The splenic emulsions produced typical chancres in all the rabbits, and 
| there was no marked difference in the results as between the emulsion from the 


KO 
ds ouse infected 25 days and that from the mouse infected 350 days previously. 
t Of the-brain emulsions, however, only that from the mouse infected 25 days 
t previously gave positive results. 

EXPERIMENTAL RECURRENT FEVER IN RABBITS PRODUCED BY SUBARACHNOID 
TH INOCULATION; SPIROCHETOLYSIN IN THE CEREBROSPINAL FLUID AND IN 


OD THE SERUM. ZENSETSU Onya and Hyozo Misaizu, Lues: Bull. Soc. japon. 
de syph. 7:13 (Oct.) 1931. 


These experiments have shown that the blood serum of rabbits that were 
inoculated with spirochetes of recurrent fever by the subarachnoid route con- 
ks tained spirochetolysin in the titer of 40: 320 within a week after the infection, 
while the cerebrospinal fluid did not contain any spirochetolysin. These findings 


lt 

= correspond to the results of the experiments made by Ohya and Misaizu, with 

le spirochetes of syphilis and spirochetes of yaws. They found, also, that the 
spirochetes of recurrent fever pass the encephalohematic barrier from the meningeal 

= cavity into the blood, but without producing a general infection. 

id 

la THE FINDING OF IMPEDIN IN SPIROCHAETA PaLiipaA. K. Tatsumi, Lues: 

n Bull. Soc. japon. de syph. 7:31 (Oct.) 1931. 

" The “original” filtrate of experimentally infected testicles of rabbits (boiled 

. for only five minutes) contains a substance that impedes phagocytosis and is called 

d therefore “impedin.” Boiling for thirty minutes inactivates this substance, while 

e the real antigenic substances are left intact. The “original” filtrate of normal 
rabbit testicles did not contain any of this substance. When this filtrate was 
hoiled, it lost much of its ability to promote phagocytosis. 

7 There is a difference between the microbiotic and nonmicrobiotic antigens. 
The former contain impedin and their antigenic avidity is therefore raised by 

; boiling, while the nonmicrobiotic antigens lose much of their avidity by boiling. 

) 


OpTIMAL BOILING TIME FOR TOTAL DESTRUCTION OF IMPEDIN IN SPIROCHAETA 
Pattipa. K. Tatsumi, Lues: Bull. Soc. japon. de syph. 7:40 (Oct.) 1931. 


The ability of the “original” filtrate of normal testicles of rabbits to promote 
phagocytosis diminished the longer the extract was boiled. The filtrate of the 
extract of infected testicles, however, showed an increasing ability to promote 
phagocytosis the longer the boiling was continued, but only for a period of 
irom 10 to 60 minutes. Filtrates that were boiled still longer, up to 120 minutes, 
showed a diminishing ability. The optimal boiling time for the complete destruc- 
tion of impedin in Spirochaeta pallida was found to be 60 minutes. The paralyzing 
effect of the impedin on the antigenic avidity was found to be greater than the 
denaturing of the antigenic substances by boiling for 120 minutes. 


Bone CONDUCTION IN SyPHILITIC PERsoNs. Y. YATAYAMA, Lues: Bull. Soc. 
japon. de syph. 7:47 (Oct.) 1931. 
Katayama examined 185 syphilitic patients who did not complain of ear 
rouble, and who had not received any antisyphilitic treatment, and found in 111 
them (60 per cent) distinctly diminished bone conduction. He believes that 
his finding is of great diagnosic importance in syphilis. 


CUTANEOUS INOCULATION OF GUINEA-PIGS WITH SPIROCHAETA PALLIDA, 
N. Kato, Lues: Bull. Soc. japon. de syph. 7:71 (Dec.) 1931. 
The back of each of thirteen guinea-pigs was inoculated with 0.5 cc. of an 


mulsion of spirochetes of syphilis. After an incubation of from five to eight days, 
local lesion appeared consisting in most of the animals of slightly infiltrated 
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papules, the serum of which contained numerous spirochetes. Involution took place 
within from eight to sixteen days. Four lesions were markedly indurated and 
healed in from twenty-one to twenty-eight days. Histologically, the papules 
showed mild hyperkeratosis, acanthosis, slight subepithelial cell infiltration and 
slight thickening and dilatation of blood and lymph vessels. Later, when the 
chancre developed, hyperkeratosis and acanthosis became marked, and the cutis 
showed marked infiltration with round cells and some plasma cells and new forma- 
tion of many capillaries. A tendency to necrosis was marked in some areas. 


CHANGES IN THE SPINAL FLuID AFTER INOCULATION OF THE SUBARACHNOID 
SPACE IN THE RABBIT WITH SPIROCHETES OF FRAMBESIA. S. TAKASAKI 
and T. Yamamoto, Lues: Bull. Soc. japon. de syph. 7:80 (Dec.) 1931. 


The investigators found in the spinal fluid moderate pleocytosis, slight increase 
in the total protein content and a very slightly positive globulin reaction, which 
they consider as a nonspecific reaction and not a specific response to the spirochetes 
of frambesia. 


RAPIDITY OF THE ERYTHROCYTE SEDIMENTATION IN FRAMBESIA. H. Hyopo, 
Lues: Bull. Soc. japon. de syph. 7:99 (Dec.) 1931. 


The author found the erythrocyte sedimentation in blood of patients with 
frambesia accelerated like that of blood of patients with syphilis. The acceleration 


was most distinct in the tertiary stage. Secon. Mew Veit 


Can BismutH ALONE BE SUFFICIENT IN THE TREATMENT OF SYPHILIS OF 
THE Eye? I. I. Kasas, Russk. arch. opht. 8:267 (March-April) 1931. 


The author has been using bismuth therapy tor syphilitic infections of the eve 
in his clinic since 1924. During the first year he observed many complications, 
such as iritis, scleritis and exacerbations of optic atrophies. For the past six 
years he has been using bismuth at the end of mixed treatment in the following 
order: For two weeks injections of mercury and iodides are used; in the third 
week neoarsphenamine is added; after this course is finished, injections of bismuth 
are employed. No complications have been observed since this mode of treatment 
was adopted. 

The author believes that Spirochaetae lose their aggressiveness under the 
influence of mercury, iodides and neoarsphenamine, and that the patient thus 
can be saved from the provocative action of bismuth, or from the biotropic 
reaction. His advice, therefore, is never to use bismuth alone, or at the beginning 
of the antisyphilitic treatment unless the other three drugs are applied first. 


SITCHEVsKA, New York. [ArcH. OpuHru.] 
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Society Transactions 


ST. LOUIS DERMATOLOGICAL SOCIETY 
M. F. Encman, Jr., M.D., Secretary 
Regular Meeting, Oct. 14, 1931 
R. S. Weiss, M.D., President, Presiding 


DERMATITIS OF THE Lerr Lec. Presented by Dr. I. H. NEECE. 


L. L. G., a white man, aged 53, married, complained of pain in the left foot 
and ankle, itching and burning and some swelling when he was on his feet. 
About twenty years before presentation he had a thickened, indurated patch on 
the lateral surface of the left leg just above the ankle. This extended entirely 
around the leg. Most of the lesion healed, except the original patch, which 
persisted until about a year previous to presentation, when he had an infection of 
the foot just below the ankle. When the acute symptoms subsided, there was 
marked thickening of the skin, with numerous vesicles and small ulcerating areas. 
The foot was generally tender and hot, with more or less severe pruritus. 

He has had various types of treatment, including roentgen rays, ultraviolet 
rays, ointments, solution of potassium arsenite and the like. He was first seen 
by us in July, 1931, at which time he presented an extensive eczematous area 
involving the dorsum of the foot and ankle, with numerous small vesicles above 
the ankle. The central portion of the area was covered by dense induration, 
which limited the motion of the ankle. The patient reacted positively to tricho- 
phytin; he was given several intradermal injections. The routine procedure has 
been the application of ointments containing tar, salicylic acid, sulphur and bismuth 
tribromphenate. He was also given an erythema dose of ultraviolet rays. 


DISCUSSION 


Dr. W. G. Co_eMAN: I thought the patient had a fungus infection on the 
leg, and a dermatitis due to roentgen rays on top of it. 

Dr. JosEPH GRINDON: That was my impression. 

Dr. A. H. Conrap: He has been given a number of roentgen treatments on 
that leg. There seemed to be some areas where the skin was very thin. Whether 
this was due to the roentgen rays or not is problematical. I thought not. The 
condition looks like an infection of some sort. 

Dr. NORMAN Tostas: It is my opinion that the patient originally presented 
epidermophytosis which developed into an eczematoid dermatitis from overtreat- 
ment. At present there is evidence of a roentgen dermatitis. 

Dr. R. S. Weiss: That is my impression. It is probably an old case of 
epidermophytosis with chemical dermatitis superadded. There is some evidence of 
damage due to the roentgen rays. As far as treatment is concerned, probably a 
soothing application and mild doses of ultraviolet rays might be of benefit. 

Dr. I. H. Neece: I did give him some erythema doses of the ultraviolet rays, 
but it seemed to accentuate his symptoms. He reacted positively to trichophytin, 
so I gave him two or three injections, intradermally, and it seemed to relieve him. 
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Lupus ERYTHEMATOSUS (TELANGIECTATIC TyPE). Presented by Dr. Josern 
GRINDON for Dr. G. V. STRYKER. 


B. L., a white woman, aged 44, seamstress, married, had the following history : 
Her father, mother, brother and sister died of tuberculosis. She had three children; 
one died of an accident and one of diabetes, and there is one living and healthy. 
She had a hysterectomy six years previous to presentation, and since then her 
weight has increased from 138 to 171 pounds (62.6 to 77.6 Kg.). 

Her present condition has existed for five years; it began behind the right 
ear. There is now a broad red band that extends horizontally for about 10 cm. 
along the hair line above the right ear and is slightly scaly in places. Close 
inspection shows it to be made up of many minute telangiectases. Contiguous 
with and above it is a band of smooth, white atrophy. There is a similar but 
smaller patch over the left ear. 

DISCUSSION 

Dr. I. H. Neece: I thought the condition was lupus erythematosus. 

Dr. NorRMAN Tosras: The lesion on the right side of the head, lower half, 
was covered with fine adherent scales, which impressed me as_ being lupus 
erythematosus. Is it not true that lesions on the scalp are much more difficult 
to treat than lesions on the face? ; 

Dr. NEWELL SCHLUETER: Lupus erythematosus was my diagnosis. 

Dr. R. S. Wetss: In answer to Dr. Tobias’ question about the difficulty of 
treating lupus erythematosus of the scalp: The few cases that we see make it 
dificult to answer the question, because we have not hdd a chance to give therapy 
with gold compound a thorough enough trial. I have seen one or two cases yield 
to it after a long period. I think judgment on that should be suspended until 
we get together a larger group. 

Perhaps we have treated in the two clinics and in our office about 100 or 
150 patients, and I should say that we are using a much smaller dose than we 
previously used. Personally, in our office work, we now use a maximum dose 
of 0.05 instead of 0.1 cc., beginning with a much smaller dose, and I am using 
a new solution of gold and sodium thiosulphate, made by Searle, with no immediate 
reactions of any kind. My dose of the gold preparation is small compared with 
the doses I formerly used. 

Dr. NoRMAN Tostas: The practice of giving patients an intradermal injec- 
tion of a small amount of a gold preparation and waiting a week before giving 
another injection may bring out an occasional case of intolerance. 


PempuiGcus Fouiacevs. Presented by Dr. Ewetr I. THompson. 


L. L., a white woman, aged 40, from the Barnard Free Skin and Cancer 
Hospital, service of Dr. Engman and Dr. Mook, noted two years before presenta- 
tion a smooth red patch on the skin, about 2.5 by 3.5 inches (7 by 9 cm.) in 
diameter, located just beneath the right nipple. The eruption began to spread 
over the trunk and itched a good deal. One month after the eruption began a 
physician gave her a “red wash” to use. Following the use of this lotion, red 
stripes soon appeared on the legs. She then used ointment of ammoniated mercury 
on the body. Two weeks later, blisters from 1 to 4 cm. in diameter appeared 
over the entire body, except the face and neck. Ten weeks after the eruption 
began, she received three intravenous injections. One week later blisters formed 
on the face, neck and scalp. There was an exudate of yellow pus. Scabs formed, 
and the skin peeled off. 

Nine months after the illness began, she received forty-two successive injections 
of sodium cacodylate, each 15 cc., at two day intervals. One year after the illness 
began, she was delirious and hysterical for three months. The skin “drew up.” 
She complained of cramps. She then received applications at home, and injections 
for poison ivy. Menstruation has been scanty or absent during the past two years. 
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One sister had hay fever; two brothers died of asthma. The patient has had 
bronchial trouble for the past four to five years. 

Examination showed a generalized erythroderma with edema, exfoliation in 
large thick scales and fissuring. The entire body showed a red, thickened, weeping, 
desquamating skin, with a general glandular enlargement. There was a draining 
sinus along the region of the right sternomastoid. There were moderately coarse 
rales over the entire chest. On examination by roentgenograms inflammatory 
changes were noted, as indicated by the hilar markings. Shadows were noted 
in both peribronchial regions. The Wassermann test and urinalysis gave negative 
results. The white blood cells numbered 10,400; the eosinophils, 20 per cent, and 
the stabs, 9 per cent. The result of the phytopharmacologic test was 54 per cent, 
which is positive for pemphigus. 

Since entering the hospital she has received thirty-five injections of sodium 
arsenate, each 1 cc., and sixteen injections of a blood coagulating preparation, 
each 1.5 cc., which were given hypodermically. The patient has gained con- 
siderable weight, the vesicles have practically disappeared, and the emotional 
condition has greatly improved. The skin is moderately smooth, although it shows 
some dryness and fissuring. 

DISCUSSION 

Dr. W. G. CoLEMAN: This is probably a case of pemphigus foliaceus. 

Dr. JosEpH GRINDON: From the history one would think that this was a 
case of pemphigus, but the appearance today, considering the large amount of 
treatment, makes it look more like an arsenical dermatitis. 

Dr. C. W. Lane: I think that this is a case of pemphigus foliaceus. An 
arsenical dermatitis was considered at first, but no traces of arsenic were found 
in the urine or blood. The patient has improved considerably under treatment 
with arsenical injections, and this, together with the history of bullae, lends 
strength to a diagnosis of pemphigus. 

Dr. NORMAN Tosras: From the history of the case the condition appears 
to be pemphigus, but physical examination points more to an exfoliative dermatitis 
from arsenic. 

Dr. I. H. NeEece: I believe it to be arsenical poisoning. 

Dr. JoseEpH GRINDON: Dr. Tobias spoke of exfoliative dermatitis and 
pemphigus foliaceus; I am not certain that there is much difference between them. 
I have seen one progress into the other. I think you may call the condition in 
a case exfoliative dermatitis and later call it pemphigus foliaceus. 

Dr. R. S. Wetss: That patient first appeared in this hospital and was sent 
to Barnes Hospital for complete study and work-up. She had definite groups of 
bullae, particularly in the axillary regions, genital region and under the breast. 
The diagnosis was then made of pemphigus foliaceus. The case was fully worked 
up, but nothing special was found except probable tuberculous adenitis. The 
patient was given symptomatic treatment. Later she was transferred to this 
hospital, and has remained here since. Further studies confirm the impression 
that the condition is pemphigus foliaceus. 

She was treated by Dr. Davis and has made remarkable improvement. When 
I first saw her she was completely exhausted and unable to walk. She had a 
bullous dermatosis. Under treatment with large doses of arsenic she has improved 
and continues to improve. I have seen her several times in the two or three 
months since she has been admitted to the hospital and each time I have noticed 
onstant improvement. 

I would group the condition with the pemphigus class and call it pemphigus 
foliaceus. I agree with Dr. Grindon that there are cases that one might call 
pemphigus foliaceus or dermatitis exfoliativa which are followed by pemphigus 
lesions; that is, pemphigus lesions may not appear first. 
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SERIES OF Cases OF Lupus ErRyTHEMATOSUS. Presented by Dr. Ewe tt I, 
THOMPSON. 


H. W., a white woman, aged 50, from the Barnard Free Skin and Cancer 
Hospital, service of Dr. Engman and Dr. Mook, noted an itching red pimple in 
the right ear one and one-half years before presentation. She applied a salve 
of mercury and petrolatum, and salt water’ on the lesion. Since one and one- 
half years ago the eruption has spread in spots over the face, scalp, upper part 
of the chest, back and arms. The lesions on the neck, chest, back and arms 
have appeared during the past five months. The centers of the lesions at times 
have been scaly. Two weeks ago she had some smothering spells and hot flashes. 
She has had occasional pains in the back and slight sore throat. The past history 
is essentially unimportant. The patient’s mother died of tuberculosis. 

The eruption was located on the face, neck, ears, upper part of the chest, 
shoulders and arms. The eruption on the nose was red and erythematous, with 
a slightly scaly, grayish central patch. The lesions on the other parts involved 
were small, reddish papules. A few atrophic scars were present on the nose 
and face. The heart was slightly enlarged. The temperature was within normal 
limits. 

The laboratory examination showed the following: The urine was normal, 
and the Wassermann reaction negative. A differential count showed: lymphocytes, 
41 per cent; eosinophils, 6 per cent; monocytes, 5 per cent and stabs, 2 per cent. 
The white blood cells numbered 7,200. Roentgenograms of the lungs showed a 
chronic hilar and peribronchial infiltration. 

The treatment consisted of rest in bed, vitamin A and a high caloric diet. 

T. B., a white woman, aged 64, stated that she has had a “rash” on her face 
for the past two months. The eruption began as red spots on the left side of 
the neck. It was soon noted on the nose and cheeks. Salves were applied to 
the lesions. The eruption was located on the nose, medial and lateral sides of the 
cheeks and chin, and behind the ears. The eruption varied from a_ small 
granulomatous, bright red papule to a small round plaque, which showed some 
central scaliness. There was some atrophy and scarring on the face. The heart 
was slightly enlarged. The blood pressure was 170 systolic and 100 diastolic. 
The temperature was normal. The laboratory examination showed: white blood 
cells, 8,100; a differential blood count showed: monocytes, 6 per cent; juveniles, 
3 per cent, and lymphocytes, 45 per cent. The treatment was bismuth sodium 
tartrate, which was given intramuscularly. 

L. B., a white woman, aged 59, has red scaly spots, which have been appearing 
on the face for the past ten years. The eruption is located on the face, left 
cheek and forehead. The lesions are red, erythematous patches, with dark grayish 
scaling in the center. The heart is slightly enlarged and the blood pressure 
is 175 systolic and 90 diastolic. The laboratory examination showed 3,600,000 red 
blood cells and 9,400 white blood cells with the following count and differential: 
lymphocytes, 33 per cent; monocytes, 4 per cent, and eosinophils, 2 per cent; the 
urine was normal. The treatment consisted of bismuth sodium tartrate given 
intramuscularly. 

J. G., a white man, aged 42, noted a brownish-red papule on the bridge of 
the nose thirteen years ago. The eruption spread slowly over the face. It has 
been present on the face, nose and scalp. Examination showed gyrate lesions 
the centers of which were pink and dry, with thin, yellow and grayish tenacious 
scales. The borders had a brownish pigmentation. The skin in the center of the 
lesions was thin, atrophic and wrinkled like parchment. 

The patient received from 12 to 15 roentgen treatments on the face previous 
to 1920. He received twenty radium applications on the nose, cheeks, chin, 
anterior part of the neck and scalp between 1920 and 1924. The applications 
of radium produced only temporary improvement. Between 1927 and 1931 he 
received gold sodium thiosulphate intravenously at weekly intervals for the greater 
part of the time. At the present time his condition is greatly improved, and there 
are no apparent active lesions. 
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E. K., a white man, aged 42, noted an eruption on his face eight years before 
presentation. It was a reddish, scaly, papular eruption. Examination showed a 
“butterfly” area of the face and nose, which were covered with discrete, circular 
and oral plaques. The lesions are dusky red and are covered with adherent scales. 
Similar lesions are located on the lett side of the forehead. 

The treatment consisted of intramuscular injections of bismuth sodium tartrate. 
The lesions disappeared after the injections were given, but there has been some 
recurrence. 

DISCUSSION 

Dr. NoRMAN Tostas: I should like to report a case of lupus erythematosus 
in a girl about 6 years old who came under my observation. The patient 
presented annular lesions on the chin and both cheeks of about a year’s duration. 
The Wassermann reaction was negative, and the Wassermann reaction of the 
mother was also negative. The lesions were slightly atrophic in the center. The 
patient was given bismuth for two months, and the lesions have practically 
disappeared. 

Dr. A. H. Conrap: I should merely like to say in regard to the use of 
bismuth that we have had two remarkable results with it in the office. The 
condition in several patients cleared up unusually well, and I think it is worth 
while to use bismuth in every case of lupus erythematosus. 

Dr. R. S. Weiss: We have been trying bismuth sodium tartrate, 1.5 per cent, 
in water. We give two or three doses of 2 cc. a week, and it has been quite 
effective. Its action is somewhat slower than the action of the gold preparation. 
Bismuth sodium tartrate is, apparently, not toxic. 





M. F. ENGMAN, JR., M.D., Secretary 
Regular Meeting, Nov. 11, 1931 
R. S. Weiss, M.D., President, Presiding 


A Case For Diacnosis. Presented by Dr. IRwin H. ESKELEs. 


Miss O. M. E., a white woman, aged 25, from the Washington University 
Dispensary, service of Dr. Engman and Dr. Mook, whose present illness dates 
back to April, 1929, reported that at that time several small red spots appeared 
at the outer edges of both eyes. An oculist prescribed drops to be put into the 
eyes, which caused these red areas to disappear. Several months later similar areas 
appeared at the inner edges of the eyes. In the fall of 1929 the present lesions 
appeared on the right side of the neck, at first very small, but later enlarging. 
Shortly afterward lesions appeared on the left side of the neck posteriorly, at the 
edge of the hair, and shortly before presentation a new lesion had appeared on 
the left side of the chest, anteriorly. 

The lesions consist of pigmented macules, or slightly raised pigmented patches, 
with comedones interspersed between the macules. The lesions have a tendency 
to the formation of bands. They cover rather small areas and at times itch rather 
severely. 

DISCUSSION 

Dr. W. G. CoLteEMAN: I would say that the condition is a peculiar form of 
nevus. 

Dr. E. R. Brown: That is what I thought. 
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Dr. R. H. Davis: My diagnosis is a nevoid growth. 
Dr. E. I. THompson: It seems to be a nevus. 


Dr. R. S. Werss: The appearance of the patches is lichenoid, and I was 
wondering whether or not it was lichen planus of an unfamiliar type. I think 
the only way to settle the diagnosis is to take a specimen for biopsy; we shall 
endeavor to get one. The patient evidently has an old acne, and the comedones 
in these groups of lesions are a part of the acne. 


SCLERODERMA AND DERMAPHYTOSIS OF THE HANDs AND FEET. Presented by 
Dr. Ewer I. THompson. 


M. B., a white girl, aged 14, from the Barnard Free Skin and Cancer Hospital, 
service of Dr. Engman and Dr. Mook, had a small, brownish-white scar appear 
on the lower part of the back eight or nine years previous to entrance. It has 
been growing in proportion to her growth. There is no itching, burning or pain. 
A similar spot appeared on the upper part of the back four years before presenta- 
tion. There has been an eruption on the hands and feet for the past two months. 

The lesions are distributed on the upper part of the back, the left side, the lower 
central portion of the back and on the lower thoracic and upper lumbar regions. 
The lesions are thickened, brownish, depressed and bound-down areas, with some 
central, whitish, scarlike spots; one lesion is irregular in shape, about 6 by 4 
inches (15 by 10 cm.), and another is a little larger than a dollar. The eruption 
is below the level of the surrounding skin. 


DISCUSSION 

Dr. THEODORE GREINER: I believe this is a case of thyroid deficiency. She 
may have some Epidermophyton infection about the feet. 
Dr. R. H. Davis: I think there is epidermophytosis on the feet, but I do 
not know what the other lesions are. 
Dr. E. R. Brown: I think that the condition on the back is morphea and 
that on the feet, epidermophytosis. 
Dr. A. H. Conran: I believe scleroderma is present on the back, and I 
think there is some endocrine disturbance; there is hardly any doubt about that, 
and she has striae on the hands. I think the lesions on the feet are due to 
epidermophyton. 
I have seen one or two cases of scleroderma of that sort recently, and they 
seem to be clearing nicely after the administration of small doses of thyroid. 
Dr. C. W. LANE: This case was presented with a diagnosis of morphea. The 
dry, scaly patches on the hands and feet are similar to those that frequently occur 
in patients with hypothyroidism. The general appearance of the patient, however, 
does not resemble that of the usual hypothyroid type. The basal metabolic rate 
should be determined. The important question is whether both the morphea and 
the eruption on the extremities are definitely associated, or whether they are two 
distinct entities. The administration of thyroid occasionally benefits scleroderma. 
Dr. R. S. Wetss: My diagnosis is scleroderma, and I have no doubt that 
the patient has also some hypothyroidism. I agree with Dr. Conrad that she 
has a superimposed epidermophytosis. 


MuttTiIpLE BenicN Cystic EpitHetromas. Presented by Dr. Ewett I. 
THOMPSON. 


J. M. K., a white man, aged 46, from the Barnard Free Skin and Cancer 
Hospital, service of Dr. Engman and Dr. Mook, has had an eruption on the face 
for ten or twelve years. His family history and past history are irrelevant. The 
lesions become inflamed at times, but usually cause no discomfort. 

The eruption is distributed on the forehead, temples, malar region and on the 
inner portion of the cheeks. The lesions are raised, round, oval, irregular, cystlike 
papules. All of the lesions are waxy or pale yellow and firm; some are umbilicated. 
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DISCUSSION 

Dr. A. H. Conrap: I thought that the condition was benign cystic epithelioma. 
I have never seen a case like this in a man before but have seen it in a number 
ot women. 

Dr. THEODORE GREINER: I saw a case similar to this one about eighteen 
or twenty years ago in a man about 25 years old, and I remember working on 
him with a galvanic needle. 

Dr. R. S. Weiss: The concensus in this case is that the condition is benign 
cystic epithelioma. 

I remember one case, that of a woman who was covered with these lesions. 
Many of them underwent marked degenerative changes, and she later had epi- 
theliomas of a more malignant type on her body, in addition to the benign 
cystic type. 


PempHicus? Presented by Dr. Ewer I. THompson. 


M. H., a white man, aged 73, from the Barnard Free Skin and Cancer Hos- 
pital, service of Dr. Engman and Dr. Mook, began to have blisters on the face 
in July, 1931. These have been limited to the temples and lateral surfaces of the 
cheek; when one bulla heals another blister develops. Recently blisters appeared 
in the left axilla. These conditions begin with itching; then there is burning, 
and later the bulla appears. The patient is a florist. There is no history of a 
recent vaccination or of taking medicine. 

The blisters are distributed on both cheeks below the hair line, on the left 
axilla, the inner surface of the thigh, and on the left lower abdominal quadrant. 
They are thin-walled, distended bullae, varying in diameter from the size of a 
pea to 2 and 3 cm. 

The laboratory findings are: urine normal; white blood cells, 5,200; red blood 
cells, 4,170,000. A differential count revealed: segmented cells, 53 per cent; 
lymphocytes, 36 per cent; monocytes, 6 per cent, and eosinophils, 5 per cent. 
Culture of bullae showed a colony of Staphylococcus albus and one colony of 
Citreus. 

DISCUSSION 

Dr. THEODORE GREINER: I think that the condition is pemphigus. 

Dr. R. H. Davis: It looks to me like a case of dermatitis herpetiformis. 

Dr. A. H. Conrap: The lesions, while they are thin-walled vesicles, are 
somewhat erythematous at the base. The patient complained a great deal of 
itching and I should be inclined to call the condition erythema multiforme. I do 
not think a positive diagnosis can be made at this time. 

Dr. E. R. Brown: I think the condition is an eruption due to a drug. 

Dr. W. G. CoLtemMAN: I think it probably will develop into a case of 
pemphigus. 

Dr. C. W. Lane: This will probably turn out to be a case of pemphigus. The 
bullae sprang up from sound skin and have no areola about them. Some are 
flaccid, but most of them are tense, and all terminate in raw, exuding spots. 
Dermatitis herpetiformis and bullous erythema multiforme must also be considered, 
but there is no grouping of the lesions and no zone of erythema surrounding 
them, and there is only mild pruritus. 

Dr. R. S. Werss: I cannot agree to the diagnosis of erythema multiforme. 
Erythema multiforme of the chronic type frequently occurs on the lips and oral 
mucous membranes. The distribution is altogether different in this case. Erythema 
multiforme appears on the forearms and joints and particularly avoids the flexor 
surfaces of the body, such as the groin and axilla. The itching in this case 
reminds one of dermatitis herpetiformis, but again the distribution is against that 
diagnosis. So I would say tentatively that it is pemphigus, but, of course, in this 
case time will prove the point. 
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PEMPHIGUS VULGARIS. VINCENT’s ANGINA. Presented by Dr. Ewett I. 
THOMPSON. 


H. H., a white woman, aged 47, from the Barnard Free Skin and Cancer 
Hospital, service of Dr. Engman and Dr. Mook, had her upper teeth extracted 
five years before entrance to the hospital. Six months before admission she noted 
some scaling, ulceration and bleeding of the mouth. Three months before entrance 
she went to a physician, who gave her nine intramuscular injections of iron and 
arsenic, with no improvement. Two and one half months previous to admission 
another physician gave her a medicine containing phenol to be taken by mouth; 
her mouth became swollen almost shut and she felt “sore all the way down to her 
stomach.” Three months ago a lower tooth was extracted. She came to this 
clinic on Sept. 23, 1931. Her mouth and throat were bleeding and ulcerated, 
and she was hardly able to talk or swallow. Smears from mouth and throat 
were strongly positive for Vincent’s angina. 

She was given four injections of neoarsphenamine at weekly intervals, 5 per 
cent arsphenamine and sodium perborate, locally. Her mouth and throat rapidly 
improved. Five weeks ago her eyes and nose became inflamed, and _ bullae 
appeared on the left breast and shoulder. About twelve hours after the fourth 
injection of neoarsphenamine, an eruption appeared over the body, mostly on 
the trunk. 

The eruption was distributed over the body, mostly on the trunk, mouth, upper 
part of the arms, thighs and great toes and in the nasal vestibule. The primary 
lesion was a small red papule on the summit of which was a vesicle. Some of 
the bullae were from 2 to 3 cm. in diameter, with a tendency to rupture in the 
center, containing necrotic material covered by a crust and surrounded by a reddish 
halo from 1 to 5 mm. in diameter. The later lesions were bullae, thin-walled, 
distended and clearer in color, with practically no surrounding halo. The mouth 
was dirty and foul, and showed bleeding and ulceration; bullae were present. 
Vision in the left eye was poor, and there was a profuse discharge from the cervix. 
The cervix was enlarged, firm and inflamed. 

Smears from mouth and throat were positive for Vincent’s angina. The urine 
was normal and the Wassermann reaction, negative. The white blood cells 
numbered 7,800. A differential count showed: lymphocytes, 27 per cent; mono- 
cytes, 5 per cent; segmented forms, 57 per cent; eosinophils, 7 per cent; juveniles, 
1 per cent; stabs, 3 per cent, and red blood cells, 5,170,000. Smears from bullae 
showed numerous eosinophils, few polymorphonuclears, neutrophils, lymphocytes, 
monocytes and an occasional basophil cell. The phenolsulphonphthalein total was 
65 per cent. The phytopharmacologic test by Dr. Pels was 59 per cent. A culture 
of the blood showed Staphylococcus albus three times and hemolytic Staphylo- 
coccus aureus once, probably contamination. Culture of the bullae showed hemolytic 
Staphylococcus aureus (many colonies). 

She was treated with sodium arsenate and a blood coagulating preparation; 
sodium perborate locally in the mouth; bismuth tribromphenate ointment and 
calamine and zinc lotion locally. 


PEMPHIGUS. VINCENT’S ANGINA. Presented by Dr. Ewett I. THompson. 


W. D., a white woman, aged 23, from the Barnard Free Skin and Cancer 
Hospital, service of Dr. Engman and Dr. Mook. Her teeth have been bad since 
she was 13 years old, and she has occasional sore throat. Thirteen months before 
admittance the patient noted bleeding of the gums and “sores” on the inner cheeks. 
Four months previous to entrance she noted an eruption on her shoulders. The 
lesions were “blisters.” In two or three days the eruption spread over the body. 
It is distributed mostly on the surfaces of the hands and feet, forearms, mouth 
and trunk. The lesion is a bulla, thin-walled, distended, and from 1 to 3 cm. in 
diameter, and there are red, pigmented and excoriated lesions on the trunk from 
former bullae. 
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‘The mouth is dirty, and the gums are reddened, swollen and bleeding. The 
teeth are carious. The nose, throat and left eye are inflamed. 
lhe urine was normal and the Wassermann reaction, negative. The white 
hlood count was 14,000, the red blood count, 3,750,000. The differential count 
-as: lymphocytes, 22 per cent; monocytes, 4 per cent; segmenters, 44 per cent; 
osinophils, 26 per cent, and stabs, 4 per cent. Smears from bullae show numerous 
sinophils; few polymorphonuclear neutrophils; monocytes, lymphocytes, and an 
ccasional basophil. The phytopharmacologic test by Dr. Pels showed 66 per cent, 
which is a slightly positive reaction. The phenolsulphonphthalein total was 65 per 
nt. Culture from bullae showed no growth. 

The treatment was sodium arsenate and a blood coagulation preparatior, 
nd sodium perborate locally in the mouth. 


DISCUSSION 
Dr. THEODORE GREINER: The thing that interested me is that both cases 
followed Vincent’s angina. I believe both to be pemphigus. 
Dr. R. H. Davis: She has been treated with sodium arsenate and has had 
a bronchial infection which I feared would turn into pneumonia. I think both 
patients have pemphigus. 
Dr. R. S. Weiss: My diagnosis of both cases is pemphigus. 





SAN FRANCISCO DERMATOLOGICAL SOCIETY 


J. M. Graves, M.D., Secretary 
Dec. 4, 1931 
Howarp Morrow, M.D., in the Chair 


\ Case FoR D1aGnosis. Presented by Dr. Stuart C. Way. 


Miss M. A., aged 18, a student nurse, was first seen on Nov. 26, 1931. She 
omplained of a cutaneous trouble which began one year prior to presentation. 
The eruption is located over the internal malleolus and the anterior surface of 
the left ankle and also on the flexor surface of the left wrist. 

The lesions on the wrist are dusky purple, They consist of a group of small, 
pea-sized, slightly elevated nodules arranged in a more or less circular form 
with normal skin in the center. The lesions on the ankle lack the circular arrange- 
ment and are less elevated. The blood count and the Wassermann test of the 
blood gave negative results. Other laboratory findings so far have been negative. 


DISCUSSION 

Dr. Harry E. ALpERSON: The lesions on the wrist are practically the same 
as those on the ankle. They have the appearance of tuberculous lesions. 

Dr. Stuart C. Way: When the patient was first seen, an atypical granuloma 
nnulare, tuberculid or sarcoid, was considered. 

Microscopic examination of the sections failed to assist in the differential 
diagnosis. It will be necessary to study sections deeper in the block or to obtain 
a biopsy specimen from the wrist. 

Dr. Harry E. AtpEerson: In spite of the favorable history, I should like 
to have more complement-fixation tests made. By daylight, the lesions look very 
much like nodular syphilids, but I think that the evidence favors a diagnosis 
of some form of tuberculid. 
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DERMATITIS GANGRENOSA CHRONICA. Presented by Dr. H. J. TEMPLETON. 


Miss S., aged 25, injured her left palm with the point of a blade of garde: 
shears in December, 1930. In January, 1931, the glands of the left axilla bega: 
to swell and were incised. Pus was obtained in which streptococci were demon- 
strated. The operative wound ulcerated and refused to heal. The ulceration has 
gradually extended in spite of all therapy, until at the time of presentation it 
involves about half the axilla. Although the edges of the ulcer are sharply defined, 
they are undermined for about 5 mm. The base of the ulcer is bright red. There 
is little evidence of attempt at repair. The denuded areas are exquisitely tender. 
The patient’s general condition is excellent. There is no evidence of chronic 
disease. 

Sections removed from the borders of the ulcers showed an extensive cellular 
infiltrate involving the entire corium. It consisted mainly of lymphocytes, but there 
were also many plasma cells and giant cells. Syphilis and tuberculosis could be 
eliminated by the results of histopathologic studies. In many respects the patho- 
logic picture is one that I have seen in chronic mycotic infections and in coccidioidal 
granuloma. 


DISCUSSION 


Dr. H. J. TEmpLetToON: This case is presented with the tentative diagnosis 
of pyoderma gangrenosa chronica, akin to the condition in the group of cases 
reported by O’Leary of Rochester. This diagnosis was reached largely by 
exclusion. Sporotrichosis was considered, the patient having been working with 
garden shears when she injured her palm; but repeated cultures and inoculations 
of animals did not reveal Sporotrichium. Tularemia was considered because of 
the lesions on the palm and because of the adenopathy; agglutination tests were, 
however, negative. Syphilis was considered, but repeated Wassermann tests and 
tests with organic luetin were negative. Coccidioidal granuloma and blastomycosis 
were thought of, but cultures as well as inoculation of guinea-pigs gave negative 
results. Actinomycosis and tuberculosis were considered, but cultures were negative 
for Actinomyces. Many cultures have shown the presence of streptococci. By the 
process of exclusion the diagnosis mentioned has been reached. The case is 
presented with a request for suggestions for further investigation and for discussion. 


Dr. Harry E. ALtperRsON: The clinical behavior of the lesions has been that 
of tuberculous lesions, but every test has given contrary results. The only 
positive finding has been the presence of streptococci, as Dr. Templeton stated. 
It is interesting that when I saw this patient in consultation with Dr. Holman 
she had just recovered from an attack of erysipelas which had started in the 
involved axilla and spread over the chest. Erysipelas is, of course, often a 
streptococcic disease. The disease has not been affected by any kind of treatment. 
The patient has been given everything that has been suggested for the treatment 
of such sluggish inflammatory processes: Her general condition is surprisingly) 
good. 


Dr. Joun M. Graves: There was an article on this subject in the March 1, 1930, 
issue of The Journal of the American Medical Association. Most of the cases 
cited followed surgical intervention. The article gives a good résumé of the 
literature up to the present time. Diagrams are given illustrating the operative 
procedure. In most of the cases reported there were lesions on the abdominal 
wall. The procedure involved excision of the active border, well back into the 
normal skin. This was followed by ultraviolet radiation. 


Dr. R. Fassto: It strikes me from the history, location and evolution of the 
complaint that a diagnosis of subacute lymphogranulomatosis (sometimes appear- 
ing in other than the inguinal regions) might be considered in this case. 

Dr. Kofoid considers lymphogranulomatosis as due to an amebic infection; 
others consider it of streptococcic origin. The initial lesion may be so small 
that Rauvaut has termed it “dwarf chancre.” 

In treatment intravenous injections of 3 cc. of ammoniated copper sulphate 
every day, or every other day, to the extent of from fifteen to twenty injections, 
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ave been effective. However, the best results have been obtained with a French 

preparation, which consists of a solution of rare metals (didymium, neodymium, 
praseodymium and others), given intravenously. Its use sometimes provokes a 
high temperature, but its therapeutic value is good, and splendid results are usually 
btained within forty days. ; 

I would also suggest local applications of copper sulphate, either by com- 
presses or by ionization. Small doses of roentgen or ultraviolet radiation may 
afford some help. 

Dr. MERLIN Maynarp: Dr. Fassio’s remarks are interesting. I think, 
however, that perhaps we shall come closer to making a diagnosis if only diseases 
that commonly occur in this country are considered. That does not mean, of 
course, that diseases found elsewhere may not develop in the United States. I 
feel that further inoculations of guinea-pigs should be carried out. 

Another factor that should be considered is that streptococci may be found in 
any wound that has been open. Too much stress must not be placed on the 
presence of streptococci. I understand that this lesion was not a gangrenous 
process in its development, and it seems to me that it is more likely a manifestation 
of regional tuberculosis. The progress is rather consistent with that diagnosis. 


Dr. Howarp Morrow: There are two patients with similar cases in the 
University of California Hospital at the present time. One is a woman 21 years 
of age who has an extensive ulceration covering the entire left side of the chest 
which has destroyed the left mamma. It extends from the abdomen to the axilla. 
She has had this lesion for a year. No matter what the treatment has been, 
the results have all been unsatisfactory. At the present time, Dr. Bell is treating 
her with continuous bathing of the area involved; it is too soon to know whether 
that will do any good. 

There is also a man, 45 years of age, in the hospital who has extensive 
ulceration involving the entire right axilla. The lesion has extended over hali 
of the chest. It has also spread down the arm for several inches. All types 
of treatment have been applied, and most of them have been unsatisfactory. The 
most benefit and the most relief followed the use of zonite. I would suggest 
that this medicament be used on this patient. It should be given as a compress 
applied without oil silk and kept wet so that there is no friction. Although 
this treatment had little or no effect on the woman and although it has not 
cured the man, it has given him relief. Dr. Woolsey contemplates removal of 
the borders by means of the electrocautery. 

My associates and I once had a patient in whom half the arm was involved. 
We treated her with zonite, and the lesion healed within a few weeks. Zonite 
is used in a dilution of 1: 15, which is increased in strength to 1:10. The woman 
who was cured by zonite was considered to have chronic streptococcic ulcer. 
The man with the lesion on the axilla shows streptococci. It might be of interest 
for the members of the society to hear another fact concerning this man. When 
he first came into the hospital he had blebs on the arm and near the axilla which 
were indistinguishable from those of pemphigus neonatorum. Streptococci were 
cultivated from the blebs. 


SYPHILITIC JUXTA-ARTICULAR NopeEs. Presented by Dr. C. J. LuNsrForp. 


J. L., a man, aged 52, presented on the extensor aspects of the elbows, 
extending down several inches on the forearms, bilateral and symmetrical sub- 
cutaneous dusky red nodules. They varied in size from % to % inch (0.6 to 
1.9 cm.) in diameter and were well circumscribed and markedly indurated. They 
were freely movable and not attached to the tendon sheaths. They felt like small 
fibromas. There were no subjective symptoms and no tenderness. Physical 
examination otherwise gave negative results. 

The patient gave the following history: He was born in Russia. At the 
age of 21 there developed on the glans penis a lesion which was incised and 
from which pus drained. He stated that the members of the clinic that he visited 
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disagreed as to the diagnosis. They ultimately decided, because of the lack of 
secondary manifestations, that the lesion was not syphilitic. A  syphiliphobia 
developed, and the patient has since had a Wassermann test of the blood made 
many times. The test has always been negative. About five years prior to 
presentation a nodule developed on the right elbow. It was excised, but recurred. 
Microscopic examination was not made at that time. The other nodules have 
gradually developed since. None of them has broken down. About twenty years 
prior to presentation, when the patient first heard of arsphenamine, he insisted 
on having two injections, though he was advised at the time that he did not have 
syphilis. The Wassermann test of the blood has been negative on two occasions 
in my office. Lumbar puncture will be done later. 

A tentative diagnosis of juxta-articular nodes of syphilis was made, and 
biopsy performed. The essential pathologic picture was one of dense fibrous 
tissue in the corium and subcutaneous tissue. There were an increase in blood 
vessels and a perivascular infiltration of lymphocytes. A few plasma cells were 
seen. There was no evidence of necrosis. No xanthoma cells were seen. 

The case is presented with a tentative diagnosis of syphilis, but with a request 
for other suggestions as to diagnosis and therapy. 


DISCUSSION 


Dr. C. J. LuNnsrorp: General physical examination of the patient gave 
negative results for syphilis. Diagnoses of fibroma, xanthoma and juxta-articular 
nodes of syphilis were considered. Because of the appearance of the lesions and 
the fact that they were inflammatory, my associates and I determined on a 
tentative diagnosis of juxta-articular nodes of syphilis. 

We hope for a discussion concerning the wisdom of our diagnosis. We have 
decided, unless we change our minds concerning the diagnosis as a result of this 
discussion, to make a therapeutic test for syphilis. 

There is no specific evidence of syphilis unless one considers the microscopic 
picture as such. 

Dr. Harry E. Atperson: Clinically, these lesions are rather superficial 
compared with juxta-articular nodules of syphilis. bk think, however, that this 
condition is probably syphilis. I have seen two cases of nodular subcutaneous 
syphilids, but the lesions were larger. 

Dr. Stuart C. Way: Syphilis is one of the chief causes of juxta-articular 
nodes, but they can occur in other diseases, especially in those in which spirochetes 
are the etiologic factor. 

Dr. C. J. LuNsrorp: The Wassermann test of the blood has been repeatedly 
negative. However, there is a definite inflammatory reaction around the site 
of the injection of organic luetin that was made yesterday. 

Dr. H. J. TEmpLteton: I should like to mention that to produce this reaction 
to luetin, which is mildly positive today and is certain to be strongly positive 
tomorrow, organic luetin, not the old culture luetin was used. We are trying 
it experimentally and are not placing too much faith in the test, although I think 
it has some value. 

Dr. Howarp Morrow: I think that this patient should be given arsphen- 
amine and the results should be reported at the next meeting. 


Sarcorp (SPIEGLER-FENDT Type). Presented by Dr. S. C. Way for Dr. 
H. E. ALDERSON. 


W. F., aged 61, of Jewish parentage, was first seen on May 20, 1930, com- 
plaining of numerous dull red, fairly soft nodules, varying from the size of a 
pea to that of a hazel nut and limited to the scalp, forehead, shoulders and 
sternal region. These had first appeared about one year previously and were 
rapidly increasing in size and number. 
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The laboratory findings were as follows: The Wassermann test was negative. 
Hemoglobin (Sahli) was 78 per cent, and the color index 0.9. The red blood 
cells numbered 3,900,000. The morphology was normal. The white blood cells 
numbered 3,600, with neutrophils, 51 per cent, lymphocytes, 45 per cent, eosinophils, 
2 per cent and basophils, 2 per cent. 

As a result of treatment with x-rays and with arsenic, the lesions disappeared 
in about three months, and the physical condition of the patient was greatly 
improved. On Oct. 29, 1931, he called at my office complaining of a recurrence 
of his original trouble, but at that time the lesions were limited to the chest and 
back. While he appeared anemic, the Sahli test for hemoglobin showed 84 per 
cent. This time arsenic alone in the form of solution of potassium arsenite 
(Fowler’s solution) was given, and the lesions are clearing up as rapidly as before. 


DISCUSSION 


Dr. N. N. Epstein: I think that the remarkable thing in this case is that 
the lymph nodes are tremendously enlarged. I think that it would be well worth 
while to excise one of the lymph nodes in order to rule out a lymphogranuloma. 
The patient looks sick. 

Dr. Joun M. Graves: I think that if one saw this patient for the first time 
with the enlarged lymph nodes and cutaneous eruption, one would say that the 
diagnosis was lymphatic leukemia. In the general group of lymphoblastoma it 
is sometimes impossible tu differentiate the specific class. There have been cases 
of lymphatic leukemia in which the blood count was normal for some time after 
definite cutaneous lesions were present. Eventually this patient may show the 
complete picture of lymphatic leukemia. 

Dr. Harry E, ALDERSON: The case has been investigated from that stand- 
point, but the histologic picture is not that of leukemia. 

Dr. H. J. TEMPLETON: Would not Hodgkin’s disease of the skin have to be 
considered also? 

Dr. Stuart C. Way: Spiegler-Fendt sarcoid belongs to an indefinite group, 
and I do not think that too much emphasis should be placed on its original 
classification. I have never had a case of leukemia in which the patient showed 
such a remarkable response to arsenic. 

Dr. Joun M. Graves: The patient does not complain of itching, which is 
interesting. My idea of Spiegler-Fendt sarcoid is that it is not sarcoid but 
sarcoma. 

Dr. Stuart C. Way: The classification of Spiegler-Fendt depends on the 
observer. Some regard it as belonging to the leukemic group while others place 
it among the sarcomas. 

Dr. N. N. Epstern: Arsenic has been known to be beneficial in leukemia. 
I think that arsenic therapy has been neglected a great deal in this condition. 


XANTHOMA DIABETICORIUM MULTIPLEX. Presented by Dr. S. B. Paut. 


M. C., aged 24, entered the Mount Zion Hospital Clinic because of furuncles 
over the body. On examination, a diffuse infiltration was found on the outer 
aspects of both arms, on the neck and on the upper and lower eyelids. The 
lesions were from the size of a pinhead to*that of a pea. The condition has been 
developing during the five years prior to presentation. 

The patient’s weight is 250% pounds (113.6 Kg.). The obesity is of the 
pituitary and thyroid type. She has been married for five years. She has had 


one full term pregnancy. 

Laboratory examination showed: The blood sugar during fasting was 90 mg. 
per hundred cubic centimeters. The blood cholesterol was 160 mg. per hundred 
cubic centimeters (normal from 140 to 160 mg.). The urine had a specific gravity 
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of 1.024; there was the slightest possible trace of sugar on two occasions, and one 
pus cell was found. The basal metabolic rate was minus 20 per cent. 

A biopsy was made. 

DISCUSSION 

Dr. S. B. Paut: The patient has hypopituitarism and hypothyroidism. There 
is a question as to whether she is diabetic. She has a low amount of blood sugar 
during fasting. 

Dr. N. N. Epstein: The sections were seen by Dr. Rusk who feels that the 
condition is xanthoma. I think it is unusual that true xanthoma should involve 
the eyelids themselves. 

Dr. H. J. TempLeton: I should like to call attention to the erythroderma 
and to an article by Greenbaum published in 1926 on a syndrome that he calls 
“xanthoma with erythema telangiectodes.” The appearances of his patient and of 
Dr. Paul’s patient were similar. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. Harry E. 
ALDERSON. 


A 48 year old Russian Jewess with acrodermatitis chronica atrophicans involv- 
ing the feet and legs was presented at the April meeting of this society, and 
a full report of her case was made. Since then nothing new that would throw 
any light on the etiology has been discovered. However, an interesting therapeutic 
experiment has been tried with gratifying results. Blocking of the sympathetic 
nerves has been accomplished by paravertebral injections of alcohol. The lower 
peripheral circulation has been stimulated greatly with marked improvement in 
the skin as can be readily observed. 


DISCUSSION 


Dr. Harry E. ALDERSON: It is interesting to see the definite favorable 
response of this patient to blocking of the sympathetic nerves by injections of 
5 cc. of alcohol at six different points under the transverse processes of the first, 
second and third vertebrae (30 cc. in all). 

The temperature of the skin has been definitely raised, and pulsations are now 
readily felt. The patient has complained of pain and hyperesthesia following the 
injections, but she is so pleased with her improvement that she does not mind 
the pain. 

The technic is difficult. It is necessary to introduce the needle far enough 
along the under surface of the transverse process to enable the injected alcohol 
to infiltrate the ganglions completely. Dr. Reichert of the surgical staff at Leland 
Stanford University is doing this work. There is danger of damaging important 
structures if the needles are not introduced carefully. 

I had a patient recently with circulatory inadequacy of the feet~“in the region 
covered by his shoes. Nerve blocking injections were given with the result that 
the circulatory inadequacy was overcome. Without local treatment, the eczema 
of the feet cleared up. 

Ramisection has given encouraging results in scleroderma, and this procedure 
of injection of alcohol seems to be promising. 


Kaposi's Disease. Presented by DR. S. C. Way. 


Mr. G. C. aged 29, of Greek parentage, was first seen on July 30, 1931, com- 
plaining of dusky, purplish, superficial lesions on the dorsa of the hands and a 
few small pea-sized, pinkish to flesh-colored nodules which developed later on 
the abdomen, forearms, legs and outer aspects of the thighs. The earliest lesions 
had begun seven years previously on the hands and had always remained flat while 
those that developed later on other parts of the body were nodules and firm on 
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palpation. The patient claims to be in excellent physical condition. All laboratory 
examinations, including nasal smears, have given negative results. 

A biopsy specimen was taken from the leg, and microscopic examination of 
the tissue suggested early Kaposi’s disease. Cells of the fibrosarcoma type, dilated 
blood vessels and extravasation of red corpuscles were noted. 

Only slight improvement has taken place under treatment with roentgen rays 
and with arsenic. In view of the fact that a patient with a similar condition, 
shown at the meeting of the American Dermatologic Association in San Francisco, 
responded to treatment with gold and sodium thiosulphate, that drug is now being 


used. 


[prlopATHIC MACULAR AtrROpHY. Presented by Dr. H. J. TEMPLETON. 


A man, aged 27, was referred to me by his physician because of “scars” the 
size of a finger-nail which had been recently discovered on his arms and legs. 
There was no history of illness, focal infection, trauma or dermatoses prior to the 
onset of the lesions. Examination disclosed whitish, thin, atrophic lesions varying 
in diameter from 3 mm. to 1 cm. There was no depression such as is seen in the 
Schweninger-Buzzi syndrome. There were no subjective symptoms. Although 
I watched the lesions for a month, I did not observe erythema. The patient stated 
that the lesions had not begun as pink or red spots. The Wassermann reaction 
was negative. The blood and urine were normal. . Biopsy showed almost complete 
absence of elastic tissue in the area involved. 

I am presenting this as a case of primary idiopathic macular atrophy in which 
I have not been able to observe a stage of clinical erythema. 


ALopecIA CICATRISATA. Presented by Dr. Norman N. Epstein. 


G. S., a white man, aged 46, was first seen on Dec. 3, 1931. During the year 
prior to presentation there has been an irregular loss of hair over the back and 
sides of the scalp, in areas varying from 1 to 2 or 3 cm. in diameter. The skin 
in these areas is atrophic and somewhat scaly. There is also some reddening. 
The patient has moderate pruritus. 


DISCUSSION 


Dr. N. N. Epstern: I considered this case as one of a cicatrizing type of 
alopecia. The patient has erythematous lesions, but I think that he probably has 
had heroic treatment at home. He had no lesions elsewhere. 

Dr. Howarp Morrow: I saw the patient this morning and looked on him 
as presenting a case of erythematous lupus. It is interesting to hear Dr. Epstein’s 
views. One thing I should like to call attention to is that patients with erythe- 
matous lupus confined to the scalp have done remarkably well under treatment 
with a gold preparation, and I wonder if other members of the society have had 
that experience. I have never known a patient with erythematous lupus of the 
scalp who did not respond to this treatment. The redness and telangiectases have 
disappeared in the course of a few weeks, leaving marked atrophy. It might be 
possible to use treatment with gold preparations as a therapeutic test in this case. 

Dr. Harry E, ALtpERsON: This condition looks like lupus erythematosus. 

Dr. Stuart C. Way: I think that my associates and I have had almost 
the reverse of Dr. Morrow’s experience. We have not found that lesions of the 
scalp in our patients, cleared up exceptionally well under treatment with gold 
preparations therapy, even in the younger patients. 

Dr. Howarp Morrow: I am referring to lesions of the scalp alone. I 
have never heard my experience with gold preparations mentioned by others, nor 
have I seen reports of cases in print. It is interesting that one should have a 
favorable experience with a form of therapy and that another should have the 
opposite results. 
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CHICAGO DERMATOLOGICAL SOCIETY 
Regular Monthly Meeting, Dec. 16, 1931 
MicHaAEL H. Esert, M.D., Vice-President, Presiding 


Sarcoip. Presented by Dr. MicnaELt H. Expert and Dr. RuBEN NoMLANp. 


A Negress, aged 54, had a slightly itching eruption of five months’ duration 
on her face. She noted “knots” in her neck shortly after the onset of the eruption. 
Her personal and family history contain nothing of note, except for a gradual 
loss of 30 pounds (13.6 Kg.) in the past four years. 

Examination revealed an eruption consisting of about twenty lesions on the 
face, eyelids, alae of the nose and back of the neck. Most of the lesions were 
approximately 1 cm. in diameter, soft, flat, somewhat erythematous and only 
slightly elevated. The lesions on the lids and nose were smaller, being 1 or 2 mm. 
across. The glands of the neck, submental and submaxillary regions were enlarged, 
firm, discrete and not tender. There was more than normal enlargement of all 
the lymph glands. 

General examination and roentgenograms of the chest and hands revealed no 
abnormalities. The Wassermann reaction was negative. There was no reaction 
to old tuberculin injected intracutaneously in dilutions from 1: 5,000 to 1: 100: the 
1: 20 dilution gave an area of erythema and slight infiltration 1.5 cm. in diameter. 

Microscopic examination of a lesion showed a marked tuberculoid reaction of 
the upper and middle cutis, with many epithelioid and giant cells. There was not 
much tendency to separation by strands of connective tissue except toward the 
lower margin of the infiltrate. A second, younger lesion was removed and placed 
under the skin in the inguinal region of a guinea-pig. Aspiration material from a 
submaxillary lymph gland was injected into the peritoneal cavity of a second 
guinea-pig, but it was too early for a report on these results. 


Miciary Sarcorp. Presented by Dr. MicHaet E. Espert and Dr. RuBEN 
NOMLAND. 


A white woman, aged 39, had an eruption on the face of five months’ duration. 
Slight itching was the only symptom. 

Examination of the skin revealed many papules, from 1 to 2 cm. in diameter, 
scattered over the face. They were reddish, and on diascopic pressure revealed a 
slight brown tinge. None of the lesions, as far as the patient knew, had dis- 
appeared. 

General examination revealed a rather obese white woman. Roentgenograms 
of the chest and hands were normal; the Wassermann reaction was negative; the 
intracutaneous test with old tuberculin was strongly positive (4 cm. of erythema) 
in a dilution of 1: 200 and mildly positive in dilutions of 1: 100 and 1: 1,000. 

Biopsy revealed a rather superficial small granuloma which consisted of areas 
in which there were many giant cells and epithelioid cells and smaller areas of 
epithelioid cells. The areas were in the upper and middle layers of the cutis and 
were separated by connective tissue septums. 


DISCUSSION 


Dr. Uno J. Wire: I should hesitate to make a clinical diagnosis of sarcoid in 
the first case, which appears to me to be one of miliary tuberculosis. However, 
the term sarcoid has, I think, caused much confusion, and it is at least debatable 
as to whether it might not be abandoned. Whatever sarcoid looks like clinically, 
it is a noncaseating form of tuberculosis and might with propriety be so described. 
With regard to its clinical entity, in the majority of the cases that were shown 
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at the International Congress the eruption consisted of large plaquelike lesions 
rather than of those of miliary lupoid. 


Dr. Orto H. Foerster: I believe with Dr. Wile that the white woman has 
tuberculosis miliaris facei of the type readily overlooked and mistaken for acne 
rosacea. ' 

Dr. OrtiveR S. Ormssy: A few years ago Dr. Wile presented a patient in 
Ann Arbor who had miliary papules on the face which were tuberculous, and 
all of us who were present considered the eruption a form of rosacea. We have 
all seen these cases occasionally, and the condition has always resisted the usual 
treatment employed in rosacea. Since Dr. Wile’s demonstration, we have been 
able to recognize the nature of the disease. I have seen both of these patients 
before today, and I feel that there is more cutaneous tuberculosis in this country 
than one is aware of. It was formerly thought that cutaneous tuberculosis was 
more common in Vienna and in other places in Europe than in the United States, 
but this opinion is changing. These cases do not conform to the cases of lupus 
miliaris disseminatus facei, but are, nevertheless, instances of miliary nodular 
tuberculosis. The lesions of lupus miliaris disseminatus occur in crops and undergo 
spontaneous involution, while those in the cases under discussion remain indefinitely. 


Dr. RuBEN NOMLAND: There was some disageement on both of these cases, 
and I read Darier’s description of sarcoid of Boeck, which is the finest available. 
According to him, in sarcoid of Boeck the lesions may be as small as a millet seed. 
The size of a lesion has nothing to do with the diagnosis. Another point is that 
tuberculosis miliaris facei is described as being more like acnitis than like sarcoid. 
In both of these cases the lesions have remained in one place for a long time, and 
they show a structure that is compatible with that of sarcoid. I think that that is 
the main reason for making a diagnosis of sarcoid. The lesion remains in one place 
and does not form a pustule, and when it resolves it does not leave a scar. 


Dr. Micuaet H. Evert: I should like to add that my conception of sarcoid, 
gained from reading and from cases that I have seen, is that the lesions must not 
only present the histologic picture of sarcoid but must clinically agree with the 
descriptions of Boeck and others who have reported such cases. There can be a 
typical sarcoid structure in leprosy, for instance. There has been much discussion 
in this society regarding one such case which was definitely proved later to be 
one of leprosy. Syphilis also may show lesions that have the histologic structure 
of sarcoid. In this case I agree with Dr. Nomland that not only are the his- 
tologic structure and the reaction to tuberculin those of sarcoid, but clinically 
the lesions are similar to those described by Boeck as typical of miliary sarcoid. 


CUTANEOUS TUBERCULOsIS. Presented by Dr. Epwarp A. OLIVER. 


This man was shown at the regular meeting of this society on April 16, 1930. 
At that time, both lips were swollen and the skin was infiltrated, especially on 
the lower lip. There was an atrophic scar at the side of the upper lip. The 
buccal mucosa on both sides was the seat of considerable scarring and was covered 
with a grayish film. The skin about the lower lip was swollen, and on the chin 
ind the sides of the mouth were numerous papules, the size of a pinhead, pro- 
jecting a little above the level of the skin, giving an apple-jelly brown appearance 
n diascopic pressure. 

Microscopic examination of one of these papules showed a tuberculous picture. 

The patient was sent to the Municipal Tuberculosis Sanitarium, where he has 
been under treatment since Sept. 1, 1931. 


DISCUSSION 


Dr. Witt1AmM A. Pusey: I wish to know whether Dr. Oliver attributes this 
wonderful result to anything that was done for the patient, aside from giving him 
a comfortable place to live. 
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Dr. Epwarp A. Otiver: I do not think that enough attention is paid 
cases of tuberculous cutaneous lesions to the general management of the patien 
At the time when this man was shown first he had a tuberculoma of the lower |i; 
with marked tuberculous involvement of the buccal mucosa on both sides, an 
with small lupoid nodules on the chin and upper lip. He was sent to the Municipa! 
Tuberculosis Sanatorium for treatment. His stay at the sanatorium, where he 
was given quiet, rest and food combined with treatment with an Alpine sun lamp 
has resulted in the improvement shown at this presentation. He was discharged 
from the sanatorium about ‘the first of September as presenting an arrested cas: 
of tuberculosis, and it can be seen that the tuberculosis of the skin and mucous 
membrane is apparently cured. 


Pityriasis LICHENOIDES (VARIOLIFORMIS AcuUTA). Presented by Dr. O tiv: 
S. ORMSBY. 


A girl, aged 5, has a disorder of three and a half months’ duration. The 
history of the development of the disease is unobtainable. 


Examination revealed a generalized eruption; the major portion of the lesions 
were on the trunk and extremities, and there were a few on the face. The eruption 
was maculopapular, chiefly papular. The lesions were red and reddish brown 
and varied from the size of a pinhead to that of a pea. A number were crusted 
There were also a number of rather large, discrete pustules, with inflammatory 
bases, irregularly scattered over the back and chest. There were also several 
superficial ulcers, the sites of previous pustules. In addition, there were numerous 
scars and small depigmented areas and general adenopathy. There was n 
appreciable change in the general health. 

The blood count showed 6,800 leukocytes, 46 per cent polymorphonuclears, 
30 per cent small lymphocytes and monocytes, 18 per cent large lymphocytes 
and 6 per cent eosinophils. 


DISCUSSION 


Dr. Witti1am A. Pusey: I think that this is a case of lichenoid para- 
psoriasis with vesicular lesions, or perhaps with the pustular lesions of a secondary 
infection. 

Dr. F. E. Senear: I feel that this case might well fall in the group oi 
pityriasis lichenoides et varioliformis acuta. I think that the eruption has 
involuted somewhat now but that diagnosis would explain the entire picture. Ii 
this diagnosis is accepted, it is worthy of notice that this is the youngest patient 
with this condition reported on here. At the time when this condition was first 
described the case of a child aged 6 years was recorded, but I do not recall any 
younger patients. 

Dr. Micwaet H. Esert: Is it not true that these cases are self-limited? 

Dr. F. E. SENEAR: That is true, and this case fits in with that conception 
There has been a variation in most of the cases, the duration of the disease having 
been from three to six months. I think that within another month or two the 
condition will probably have disappeared entirely in this case, but even if it lasts 
longer, in view of the time it has persisted in other cases, that would not rule 
out this diagnosis. 


Dr. Ottver S. Ormssy: I am glad to have the members of the society 
consider this case as one of pityriasis lichenoides varioliformis acuta. I am sure 
that if they could see the progress within the last few weeks prior to presentation 
they would feel that the condition will go on to complete involution. The ulcers 
have practically healed, leaving scars. I think some of the patients have recovered 
within six weeks, but in some the condition has lasted for six months. 


Dr. Epwarp A. OLIvEeR: This case is interesting also in being one of the 
two cases reported with lesions on the face. 
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\pENOMA SEBACEUM WITH AssOcIATED NEvoIp CHANGES. Presented by Dr. 
F. E. SENEAR and Dr. Max S. WIEN. 


R. N., a girl, aged 5, has had the cutaneous condition shown at this presenta- 
tion since she was 2 years old. She is a “nervous child” according to the mother’s 
statement, and had “fits” soon after birth, which did not recur as she grew 
older. She did not walk until after 2 years of age, talked at 4, and since that 
time has been apparently normal in development. She has three brothers and 
sisters who are normal and have had no cutaneous trouble. The condition is 
not associated with any subjective sensation. 

At examination the eruption on the face consisted of numerous flat, waxy 
tumor-like papules from the size of a pinhead to that of a pinpoint, some of which 
were reddish and telangiectatic on their summits. The surface of the papules was 
smooth, and the lesions were superficial. On the forehead was a lesion the size 
of a silver quarter with surrounding bean-sized nodules which were slightly elevated 
and of a light chamois tint. These lesions were noted soon after birth, and 
gradually enlarged until they reached the size shown at presentation. On the 
right side of the thorax and back there is an irregular, palm-sized, elevated light 
chamois patch with follicular accentuation and increase in the cutaneous markings. 
\ few small areas the size of a finger-nail showed complete loss of pigment. The 
long axis of the patch followed the lines of cleavage of the skin. Similar smati 
patches were widely scattered in isolated areas on the trunk and thighs, and 
had the appearance of verrucae. The hair, nails and teeth were apparently normal. 

Biopsy of a reddish papule from the cheek showed flattening and slight edema 
of the epidermis, dilatation of the blood vessels and no increase in the number or 
size of the sebaceous glands. 

A section of the tumor on the forehead showed moderate acanthosis and edema 
of the epidermis and thickening of the fibers in the corium. The van Gieson stain 
showed no marked changes in the collagen fibers. The Weigert stain demonstrated 
only a few thin and fragmented elastic fibers scattered throughout the corium. 
This suggested the picture of pseudoxanthoma elasticum. 

Biopsy of the large patch on the right side of the chest showed a moderate 
degree of acanthosis of the epidermis, lengthening and fusion of the rete pegs 
and a pale globular appearance of the cells. A section of the small papules on 
the left flank showed similar changes. 


DISCUSSION 


Dr. Witttam A. Pusty: Why should the changes be called nevoid? The 
lesions are nevi. 
Dr. Micuaet H. Ererr: In the section that I saw there is only an angio- 


matous dilatation of some of the vessels with no change in the sebaceous glands. 

Dr. Marcus R. Caro: There is no increase in the sebaceous glands. The 
changes are in the blood vessels. 

Dr. Micuaet H. Expert: Gans in his description of adenoma sebaceum stated 
that there may be hyperplasia of the blood vessels and very few changes in the 
sebaceous glands, while in other cases there may be marked changes in the 
sebaceous glands. 

Dr. Upo J. Wie: I think that the large patches on the back have no con- 
nection with adenoma sebaceum, but that they are related to pseudoxanthoma 
elasticum. I think that the child has two conditions. 

Dr. Wititam A. Pusey: I did not find as many changes in the sebaceous 
glands as I expected. It seems to me that the child presents an example of various 
sorts of nevi, in the sense that nevi are an evidence of abnormal growth of tissue. 
Whether one sort of tissue or another is involved, the whole process is a con- 
genital one which comes under the head of nevi, including adenoma sebaceum. I 
agree that there is one picture in one location with a different picture in 
another in this case 
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Dr. Orro H. Foerster: What Dr. Pusey has just said finds support in 
what has been found in numerous persons with adenoma sebaceum, that is, 
tuberous sclerosis. It will be interesting to search further into the possibility of 
such an association in this patient. 

Dr. Ortver S. Ormsspy: A few days ago there was a patient in the Preshy- 
terian Hospital who had adenoma sebaceum of this type and also had epileptiform 
attacks, and Dr. Peter Bassoe said that the child. had tuberous sclerosis of 
the brain. 

Dr. Max S. WiEN: This patient had convulsions during the first year of life 
which disappeared spontaneously and have not recurred 


DERMATITIS REPENS. Presented by Dr. ArtTHUR W. STILLIANS. 


A schoolboy, aged 9, said that inflammation appeared under his right thumb- 
nail when he was 4 years old and soon appeared between the toes. The toes 
were healed by treatment, but the inflammation of the thumb persisted, extended 
to the palm, and continued to spread slowly. He had lost between thirty and 
fifty thumb-nails. No treatment had much effect except roentgenotherapy, which 
after six months nearly cleared up the condition; the inflammation promptly 
recurred, however. There had been no injury of the thumb before the onset 
of this condition. 

Scales and pus from the lesion had never shown fungi; cultures showed 
streptococci and staphylococci. No abnormality was found in the urine. The 
blood count showed: hemoglobin, 75 per cent; red cells, 4,920,000, and white 
cells, 11,500, of which 56 per cent were neutrophils, 2 per cent eosinophils, 2 per 
cent basophils, and 40 per cent lymphocytes. Trichophyton tests were negative, 
except the second test, in which a dilution of 1:10 was used. This reaction was 
mild and cleared on the third day. 

When first seen the lesions were dry and scaly, with undermined borders. 
Treatment had removed the scales, and the undermined epithelium had_ been 
trimmed off. The tip and the inner side of the thumb were involved as well 
as the whole palm and the ulnar side and adajcent part of the dorsum of the 
hand, as far as the fourth interdigital space. Each interdigital space was 
separately involved, and there were two small lesions beyond the border of the 
large one — groups of maculopapules, at first discrete, then confluent. The surface 
of the palm was dotted with pits left by broken vesicles. When the lesion dried 
it was very painful. The patient seemed otherwise in good health. 


DISCUSSION 
Dr. James H. Mitcuecet: I accept the diagnosis. It is a rather interesting 
coincidence that this morning I saw a boy, aged 17, with a condition similar to 
this, limited to the right index and middle fingers, of about six months’ duration. 


Dr. Micuaet H. Ersert: I have been much interested in acrodermatitis of 


Hallopeau in connection with a more extensive case that my associates and | 


have been working on, and I had occasion to read Hallopeau’s early articles and 
to read the description of Crocker in his textbook in which he described his 
first four cases. That description exactly fits the case shown today, except that 
Crocker did not mention the presence of pustules except just beyond the advancing 
border, whereas the French writers have laid emphasis on pustules or vesicles 
which continue to appear and reappear in the same regions for some time. | 
think the condition in this case is the same process. Another interesting featur¢ 
is that the French writers have claimed to have found a pure culture of Staphylo 
coccus in all their early cases. I should like to know what the bacteriologi 
results were in this case. Others have reported that the early lesions in dermatitis 
repens are absolutely sterile. 

Dr. OrtverR S. OrmMspy: For about five years I presented a patient annually 
who had dermatitis repens. When he left my observation he showed no improve 
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ment. When he was first observed Dr. Mitchell photographed the lesions, and 
we have kept that picture as a classical example of this condition. We had 
the advantage of the efforts of Dr. Rosenow, who can find organisms when 
others fail, but none were found in this patient. It seems that these patients 
have an intractable disease, the cause of which is at present entirely unsolved. 

Dr. S. W. Becker: I had the good fortune to see some excellent results 
in Zurich following the treatment of acrodermatitis perstans by the use of thorium 
X ointment, and since then British dermatologists have also reported good results. 
A few years ago I had some correspondence with the Research Department 
of the Welsbach Company, which is in a position to supply thorium X, but I 
did not feel that it would pay at that time. I believe that alpha rays from 
thorium X will do more for this type of patient than will any other method of 
therapy. 

Dr. ArtHUR W. StTILLIANS: I was particularly interested in the sharply 
defined lesions in the interdigital spaces and thought fungi would surely be found, 
but they were not. We have not been able to find anything that we were willing 
to tie to. The patient has been given roentgenotherapy on the palm, and we are 
a little cautious about using any more in that location. We used the Grenz 
rays on the thumb, and will report further if there is any improvement. 


DEPIGMENTATION: FAMILIAL (VITILIGO?). Presented by Dr. J. F. WauGuH 
and Dr. RuBEN NOMLAND. 


A man, aged 23, had noted gradual loss of pigment on his body and arms 
for six or seven years. It had been particularly noticeable since he exposed 
himself to sunlight in the summer of 1931. On examination he presented several 
large areas of loss of pigment on his torso and arms, the depigmentation being so 
extensive in some areas that it was hard to decide which was normal, the 
depigmented areas or the hyperpigmented (sunshine) surrounding skin, On the 
arms could be seen elementary depigmented macules less than 5 cm. in diameter. 
Some of these areas gave a false impression of atrophy when seen in oblique light. 

Biopsy showed complete loss of pigment granules in the basal cell layer at 
the center of a medium-sized lesion. There was no inflammatory change or 
change in the elastica. 

Two uncles of this patient, aged 33 and 27, who have an identical disorder 
are presented. Several other members of the family were reputed to have a 
similar condition of the skin, but they had not been seen. 


DISCUSSION 


Dr. Epwarp A. OLiverR: These cases are interesting, and they call to mind 
three cases that Dr. Finnerud and I presented about five years ago, the patients 
being a Negress and her two small children with depigmented areas almost 
identically placed on all three. 

Dr. James H. Mircuett: In these cases I am impressed by the fact that 
the white areas of the one man are scaling lesions and the red areas on the 
other patients are scaling. Dr. Nomland says that a search for organisms has 
heen made but none have been found. The condition called to mind the achromia 
much discussed by French writers, whether the achromia is produced by a fungus 
or is a result of the protection afforded by the presence of the fungus against the 
action of the sunlight. The fact that these men are not living together would 
be evidence against a familial infection. 

Dr. Micnuaet H. Esert: Has Dr. Nomland made scrapings and stained 
with methylene blue to see if he could find the microsporon minutissimum of 
erythrasma. 

Dr. Oriver S. Ormspy: I presented one of these patients in the clinic and 
was ready to call the condition parasitic achromatosis. Examination did not 
confirm this diagnosis, and it was necessary to call the case one of unusual 
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depigmentation. What Dr. Mitchell said interests me, and I wonder if in thos: 
cases the patients were Negroes. Tinea versicolor will produce such changes 
in Negroes but not often in white persons. 


Dr. James H. MitcHett: The patients were white for the most part. | 
saw an interesting case of pityriasis rosea this summer with areas of depigmenta 


tion following the involution of the disorder. 

Dr. Upo J. WiLe: Last month in Cleveland Dr. Barney presented a case, 
in a white patient, of achromia following pityriasis versicolor. 

Dr. RuspeEN NoMLAND: We thought of all the conditions that have been 
mentioned, and we considered particularly achromia parasitica, but did not find 
anything to bear out that diagnosis. I believe that the depigmentation in the 
basal cell layer is too complete for achromia parasitica. At biopsy the pigment 
was absent in the basal cell layer. It is my understanding that all these achromias, 
and those following pityriasis versicolor and pityriasis rosea, are due to the fact 
that the persons get out into the sunlight. Is that Dr. Mitchell’s opinion? 

Dr. JAMes H. Mircnett: Not entirely. There is a controversy as to 
whether the achromia is due to depigmentation by the organism or is merely a 
shading of the skin. 


PIGMENTARY DERMATITIS, PROGRESSIVI Presented by Dr. S. W. BECKER 
(by invitation). 


A bellman, aged 23, had an eruption about the waist at the end of the 
summer of 1929, following a long period of sun bathing. The eruption spread 
gradually, without erythema or subjective sensations. At the time of his first 
visit on Nov. 16, 1931, the eruption was located about the waist in the “bathing 
trunk” region, on both legs, on the ulnar surfaces of both arms and in both 
axillae 

His past history and the results of physical examination were unimportant, 
with the exception of the skin. 

The Kolmer and Kahn reactions of the blood serum were normal; the blood 
count showed normal figures, and the urine was normal. The cholesterol content 
of the blood was 101 mg. per hundred cubic centimeters. A dextrose tolerance 
test showed normal or subnormal figures 


Microscopic sections are presented 


DISCUSSION 


Dr. Orro H. Foerster: After thinking over the various possibilities, it 
occurred to me that this case might be one of Schamberg’s disease in an unusual 
localization, and on looking at the sections I think that that diagnosis is borne 
out. The condition is distinctly inflammatory, and Dr. Becker demonstrated the 
presence of hemosiderin. The tiny cayenne pepper granules present in many ot 
the lesions support the clinical diagnosis 

Dr. James H. Mircuett: This case is very interesting. The fact that the 
lesions occurred where there was the greatest protection from the sun, namely, 
on the bathing trunk region, as well as on the white region on the thighs, and 
the fact that the lesions are on the inner surfaces of the arm rather than on 
the outer surfaces, is unusual. There are some square areas on the forearm, 
which are artificial in appearance, particularly under pressure. I think that this 
is an extraordinary case 

Dr. S. W. Becker: My associates and I consider the condition to be an 
atypical type of Schamberg’s disease 

Dr. Micuaet H. Esert: I am inclined to think, because of the suggestion 
of the reticular distribution on the trunk, that the condition might be vascular 
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PEMPHIGUS WITH LESIONS RESEMBLING LupUS ERYTHEMATOSUS (SENEAR- 
UsHer Tyre). Presented by Dr. Artuur W. STILLIANS. 


An American salesman, aged 66, who had always been healthy, in the fall 
of 1930 noticed that his nose was red and covered with scales. These slowly 
extended to his cheeks. About Sept. 1, 1931, blisters appeared on the chest, upper 
part of the arms and legs, accompanied by pruritus. Since the patient’s entrance 
to the hospital in November the itching had become much less and the blisters 
fewer. There had been no other subjective disturbance. 

The urine showed a trace of albumin, no casts, a few white blood cells and 
many bacteria. The hemoglobin was 85 per cent; the red cells numbered 4,600,000, 
and the white cells 10,050, with neutrophils 69 per cent, no eosinophils, basophils 
6 per cent, lymphocytes 24 per cent, mononuclears 4 per cent and miscellaneous 
cells 3 per cent. The Wassermann and Kahn reactions were negative; the non- 
protein nitrogen was 34.8 mg. per hundred cubic centimeters. The Pels-Macht 
test was 55. 

At examination, on the nose and cheeks were large adherent gray crusts. 
When these were removed a moist surface was left, with pits in which the pegs 
noted on the bottom of the scales fitted. In front of the ears were heavier 
crusts, greasy and dark gray, leaving the same erosions when removed. On the 
forehead were flat, red nodules covered by the same sort of scales. Scales and 
crusts were present on the scalp, but there were no elevated nodules. On the 
chest and back were many heavy, greasy, dark crusts, crumbling easily and 
leaving on removal either an erosion or normal appearing skin. The largest of 
these were several centimeters in diameter. Among them and also present on the 
upper part of the arms, abdomen, thighs and legs were many erosions, round 
or arciform, and fewer bullae, flaccid and without an inflammatory zone. The 
Nikolsky sign was easily elicited. No lesions of the mucous membranes have 
been seen, 


DISCUSSION 


Dr. CLrarK W. FInNeRupD: I agree with the diagnosis but I am surprised 
that Nikolsky’s sign was so readily demonstrated by Dr. Stillians. 

Dr. Micuaet H. Evert: The case impresses me at first glance as one of 
pemphigus foliaceus rather than the Senear-Usher type. 

Dr. F. E. Senear: I feel that this condition may be definitely placed in the 
group of pemphigus with lesions resembling those of erythematous lupus, and am 
particularly interested in this case in that it shows two features, one of which 
was present in my case. That patient had lesions on the right side of the back 
in which the epidermis over that surface was suddenly lost, leaving a moist 
surface with a Nikolsky sign about it. In the second case that was observed 
in the Research Hospital there was present a typical picture on the face, and 
all of the lesions on the body and arms, almost as numerous as in this case, 
were of the type that resembles the keratoses. I think that the picture in the 
case presented here fits so well into that type that this case can be accepted as 
one of that condition rather than of pemphigus foliaceus. 

Dr. Ortver S. Ormspy: I think that this case resembles those of typical 
pemphigus first reported by Drs. Senear and Usher. The first patient with this 
disorder was shown before this society for diagnosis several years ago by Dr. 
Mitchell and myself. Dr. Otto Foerster suggested the possibility of an atypical 
pemphigus, and other cases of that condition have been seen since that time. 
Chis patient’s case with two others was included in Dr. Senear’s report. They 
all show lesions that resemble seborrheic dermatitis on the trunk, together with 
bullae and lupus erythematosus-like lesions on the face. We thought that the 
condition in the first cases was benign, and it proved to be so, but other cases 
have occurred that have confused the picture. In this instance the observation 
that the patient has pemphigus foliaceus is good. I have seen patients with 
pemphigus foliaceus who have the same type of lesions, and this may be one of 
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those cases. It has been suggested that the more serious of these supposedl; 
benign cases are instances of lupus erythematosus disseminatus, and this is probabl: 
true. That there are some that are benign is evidenced by the fact that the original 
patient is still under observation and has had little activity of the disorder for 
several years. 


Dr. F. E. SENEAR: It was present in one of my cases but not in the others 


Dr. Max S. Wien: About six weeks ago my associates and I had a young 
Jewess in our service with crusted lesions of lupus erythematosus on the face, 
lesions in the middle line of the chest and bullous lesions about the ear. The 
picture in general suggested the Senear-Usher syndrome. About two weeks ago 
she died with the picture of fatal lupus erythematosus. 


Dr. RuBEN NOMLAND: The patient whom Dr. Wien mentioned had rather 
typical subacute lupus erythematosus for several months. 

Dr. ArtTHUR W. STILLIANS: I forgot to mention the fact that the Pels- 
Macht test registered 55 in this case, which is claimed to indicate toxicity. | 
also wish to stress the fact that the bullae at first were arciform. I have never 
seen any extension beyond the crusts, such as occurs in pemphigus foliaceus, 
and the man is not ill. He feels well, and has no other disorder. 


PIGMENTARY DISTURBANCE IN A NEGRO (GENERALIZED). Presented by Dr. 
Max S. WIEN. 


J. A., a Negro, aged 21, a patient in the Cook County Tuberculosis Hospital, 
has advanced pulmonary tuberculosis, with a positive reaction of the sputum, of 
one year’s duration. 

He is a dark skinned Negro, and examination revealed a generalized dis- 
turbance in the intensity of his cutaneous pigmentation, giving the skin the mottled 
appearance of dark marble. Coin-sized areas of varying size were generally 
distributed, varying in color from a medium brown to a light tan, with here and 
there a scattered guttate spot of complete depigmentation. The deep black normal 
skin was present between these areas. There were no subjective sensations 
referable to the skin. 

The patient stated that he was told he was born with the change in his skin, 
and he has had it as long as he is able to remember. He has seven brothers 
and sisters, one brother and one sister being similarly affected, according to his 
statement. 

Histologic examination of skin from the right side of the chest and the extensor 
of the left forearm revealed a slight!v greater amount of melanin in the basal 
layer in the latter specimen. Chromatophores in scanty amount were also seen 
about some ef the blood vessels in the pars reticularis in this specimen. 


DISCUSSION 


Dr. CLARK W. FINNERUD: As I understand it, this condition has been present 
since birth. I think it is probably merely a congenital anomaly of pigmentation. 


Lupus ERYTHEMATOSUS TELANGIECTODES. Presented by Dr. OLiver 5S. 
ORMSBY. 


A man, aged 55, was first shown before the Chicago Dermatological Society 
on Dec. 18, 1929. His case was reported in the ARCHIVES OF DERMATOLOGY 
AND SYPHILOLOGY (22:189 [July] 1930). A photograph was exhibited which 
was taken on June 26, 1929. He is shown again at this meeting in order to 
demonstrate the result of treatment. He received a series of seventeen injections of 
gold sodium thiosulphate from June to October, 1929. This almost entirely cleared 
up the disorder. It was finally cleared up with indifferent local treatment and 
the administration of salicin, sodium thiosulphate and biniodide of mercury, at 
different times. 
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DISCUSSION 

Dr. Orro H. Foerster: This case is a remarkable instance of an apparent 

cure lasting a year and a half in a condition that is extremely difficult to influence 
by treatment. 


NopULAR SYPHILIS. Presented by Dr. CLARK W. FINNERUD. 


A Jew, aged 53, complained of a dollar-sized red spot of eighteen months’ 
duration on the back of the right leg. There were no subjective symptoms. So 
far as he could tell there had never been any sign of healing, the lesion having 
begun as a small red lump which gradually grew to the size shown at presenta- 
tion. He gave a history of having had a positive Wassermann test ten years 
previously, but an unenlightening history as to the contraction of the infection. 

At examination he had irregular, fixed pupils and a strongly positive Wasser- 
mann reaction. On the posterior surface of the right leg there was a dollar- 
sized brownish-red infiltrated patch with well defined borders. On diascopic 
pressure an apple jelly brown color was evident. There were two nut-sized, 
nontender nodes above and inside of the patch. 

Biopsy showed essentially a perivascular infiltration of the vessels of the cutis 
by round and plasma cells. Many of the vessels showed thickening of the walls 
and endothelial proliferation. The patient had received three injections of 2 cc. 
of bismuth salicylate at weekly intervals with probably slight clinical improvement. 


DISCUSSION 


Dr. James H. MircHett: This case is presented as one of a late syphilid, 
and I agree with that diagnosis. 

Dr. OrtverR S. Ormssy: I should like to discuss this case because the patient 
was presented in the clinic with a lesion in the form of a plaque surrounded by 


deep, hard nodules. The history was that the lesions had been present in the 
same situation unchanged for more than a year. That history would rule out 
syphilis, but within a week or so after treatment with arsphenamine the condition 
was practically cleared up, which shows that it is a syphiloderm. This case 
emphasizes the value of an accurate history in arriving at a correct diagnosis. 


Dr. Micuaet H. Espert: When first seen this man had lesions that resembled 
sarcoid of the Darier-Roussy type, but these also have largely involuted. 

Dr. CLARK W. FINNERUD: One cannot obtain the full benefit from observa- 
tion of this case by seeing it now, for the eruption is rapidly involuting. There 
was no history of infection, as Dr. Ormsby stated. The two subcutaneous nodules 
have practically disappeared as the result of antisyphilitic therapy, leaving only 
the superficial nodules, and even these now exist as little more than relics. 
Although there was good reason for considering tuberculosis when the patient 
was first seen, I am sure that now, particularly in view of the histologic findings, 
one is justified in making a positive diagnosis of syphilis. 


ULCERATIVE LESIONS ON THE CHEST AND NECK (TERTIARY SYPHILIS?). 
Presented by Dr. Epwarp A. Ottver and Dr. Max S. WIEN. 


L.. T., a white woman, married, aged 45, a patient in the Cook County Hospital, 
stated that for the past two years she had had recurrent, nonpainful ulcers on 
the neck, chest and back that healed slowly and gradually spread by extension. 
When first seen, she presented an extensive ulceration of one year’s duration, 
which involved the right side of the neck and extended anteriorly across the 
chest to the left mammary line. The lesion, roughly rectangular, measured 
9 by 4 inches (22.8 by 10.16 cm.) in its greatest diameters. The ulceration was 
ot a sharply demarcated, superficial type with clean sloping edges and a clean, 
bright red, hemorrhagic base. The margins were moderately irregular, with a 
tendency to an arciform configuration in some areas. The entire back of the neck 
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and adjacent scapular areas of the chest were the sites of scars from old, he: 
lesions. The scarring was disfiguring and varied from a thick keloidal typ 
a thin wrinkled white scar. A right torticollis was present from the contracti 
of the scar on this side of the neck. 

The history and general examination of the patient otherwise gave essential) 
negative results. The Wassermann reaction of the blood on admission was nes 
tive, and three later examinations of the blood serum after a provocative injectio 
of neoarsphenamine also gave negative results. Staphylococcus aureus and 
albus were grown in cultures made from the discharge from the ulcer. 

The patient has been given a mixed antisyphilitic treatment with inunctions 
potassium iodide and neoarsphenamine and recently intramuscular injections 
bismuth, during the eight weeks prior to presentation. The ulcer at the time 
presentation measured 8 by 3% inches (20.3 by 8.8 cm.). She looks better ar 
has gained weight since being in the hospital. 

Histologic examination of tissue removed from the active margin of the uk 
showed a thinning of the corneum and numerous cells with pyknotic nuclei in 
the rete mucosa. The pars papillaris showed no definite changes. In the pars 
reticularis an increased round cell infiltration composed of lymphocytes, plasma 
cells and an occasional eosinophil was noted. The blood and lymph vessels were 
dilated. A zone of necrosis with hemorrhage was present deep in the subcutaneous 
layer. 

DISCUSSION 


Dr. Davin LIEBERTHAI From the clinical history one can readily see that 


the patient has improved immensely in the short time of treatment. I notice 


also scars on the back which are suggestive. This is a case of syphilitic ulcera 
tion. May I suggest that the patient be given mercury in addition to arsenic 

Dr. WitiiaAmM A. Pusey: This case does not look to me like one of syphilid. 
The lesion is too extensive, and the distribution is too even. It is a perfectly even, 
rather healthy looking granulating surface now, and as far as | can go is to 
say that the patient has an ulcer that is probably a manifestation of infection 
I could not get it out of my mind that the condition might be factitious. I think 
that the patient should have improved more after seven or eight weeks of treat- 
ment if the condition is syphilis. The !esion does not look to me like a healing 
syphilid; it is teo lively and healthy. I think it is very important to dress the 
lesion in such a way that the patient cannot get at it. 


Dr. Orro H. Foerster: I shall not feel satisfied until the therapeutic effect 
of an occlusive dressing has been observed. I feel as Dr. Pusey does about the 
case. The lesion looks fresh, and I think that it may be a factitious process 


Dr. Epwarp A. Ottver: I think that Dr. Pusey and Dr. Foerster have 
the wrong impression of the case in regard to the factitious element. There 
is no question about the fact that the patient has improved. When we first saw 
her, her general condition was poor, but under treatment she has gained from 
15 to 20 pounds (7 to 9 Kg.) in weight. I grant that this condition does not 
look like a typical syphilitic lesion now, but Dr. Finnerud and I think that it 
has improved from 30 to 40 per cent. I cannot conceive of a woman producing 
lesions such as this on the back, and this woman does not act like a malingerer 
She is eager to get well. 

Dr. Max S. Wren: In making rounds at the Cook County Hospital I saw 
this patient and suggested the diagnosis of a chronic nonspecific superficial ulcera 
tion of the skin. After the other physicians saw her and made the diagnosis of 
syphilis a discussion ensued regarding the exact classification of this ulcerative 
process. The patient was then given mixed antisyphilitic therapy, and I think 
that by this time there should be much more involution than is present if th 
ulcer is of syphilitic origin. I think that there may be from 10 to 20 per cent 
of improvement. We have started to study the case by cultures, which this 
morning showed numerous Staphylococcus albus invaders. Professor Jaffé studied 
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sections, and said that there is no evidence of syphilis in the sections studied. 
Repeated serologic tests of the blood, even after a provocative injection of neo- 
irsphenamine, gave negative results for syphilis. 


LICHEN PLANus. Presented by Dr. CLARK W. FINNERUD. 


4 colored girl, aged 6, has a generalized itching papular eruption of three 
months’ duration, which is classically lichen planus. 


EpIDERMOLYSIS BuLLOosA. Presented by Dr. CLARK W. FINNERUD. 


\ white girl, aged 12, has an eruption on the hands, feet, elbows and knees, 
which has been present on all areas most of the time since birth. On injury 
water blisters form o.n these areas. When water blisters are not present the 
areas remain red, wrinkled and scaling. The mother has the same disorder, as 
has one other of her seven children. 


DISCUSSION 


Dr. Micuaet H. Esert: I am pleased to see these cases, for it is an 
excellent opportunity to see the milia associated with epidermolysis bullosa. 

Dr. CLrarK W. FINNERUD: A similar case was shown in Philadelphia last 
summer, and some of the physicians were reluctant to accept the diagnosis because 
of the numerous milia present. Dr. Bedford Shelmore, among others who dis- 
cussed the case, said that he had never seen epidermolysis bullosa without the 
presence of these smail bodies. 


ATLANTIC DERMATOLOGICAL SOCIETY 
Jan. 15, 1932, Montreal 


P. Burnett, M.D., in the chair 


DERMATITIS PAPILLARIS Capituitrit. Dr. A. Marin, Montreal Canada. 


The onset of the condition occurred five years before presentation. In March, 
1931, the size of the lesion was 10 cm. by 2 cm. by 1 cm. in thickness. The 
patient was treated with twenty filtered irradiations associated with crossed and 
linear scarifications. 

DISCUSSION 


Dr. C. G. Lane, Boston: I should like to offer my congratulations on the 
results obtained in this case and to ask Dr. Marin about the treatment. Such 
lesions usually respond well to irradiation, but this patient has shown unusually 
rapid and complete response. 

Dr. A. MARIN, Montreal, Canada: My factors were: 110 kilovolts, 5 milli- 
amperes and 10 inches (25.4 cm.) skin target distance. The time of exposure 
was three minutes and then two minutes, weekly. I have combined crossed and 
linear scarifications with the irradiations. Roentgenotherapy alone would have 
required many more treatments for such results. 


MULTIPLE AND SPONTANEOUS KELotps. Dr. A. Marin, Montreal, Canada. 


The onset of the condition occurred ten years before presentation. The first 
keloid to appear was at the nucha. This was excised when it was the size of 
a large pea. Three months later the lesions recurred, being four times the 
original size. Over the left scapula, excision of another small keloid was _ per- 
formed, with recurrence the size of a silver dollar. At presentation the patient 
had about thirty other keloid lesions in various stages of development, irregularly 
distributed over the body. They appeared as small hard nodules, which became 
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red and enlarged. The patient had a laparotomy six years before presentatio; 
The scar was but slightly thickened. A biopsy was made two months ago of 
a pea-sized nodule just below the right scapula. The wound was irradiated eight 
days after the biopsy (eight minutes; 110 kilovolts; 5 milliamperes; after 3 mm 
aluminum; 10 inches [25.4 cm.] skin target distance). It seemed that a keloid 
was appearing on this spot. 

DISCUSSION 


Dr. W. R. Jarrrey, Hamilton, Canada: This case seemed to show some- 
thing I never saw before. There appeared to be no keloid in the laparotomy 
wound. Is it that this woman with keloid has an allergy that has suddenly 
developed ? 

Dr. C. G. Lane, Boston: I noticed the multiple keloids, but in addition 
among them were three small acne pustules. It seems possible to me that at 
least some of the keloids might have started in the scars of the acne lesions, 
which would remove them from the real spontaneous group. Moreover, the patient 
has had an oily skin for many years, which started at the age of 18, and it 
seems rather probable to me that most of the lesions at least have started as 
complications of the acne and have become real acne keloids. It is also of interest 
that the laparotomy wound shows no keloidal change. Whether this operation 
preceded the appearance of the keloids, I do not know. 

Dr. A. Martn, Montreal, Canada: Two lesions have been excised. We made 
a biopsy from the right flank about two months ago. This region was given 
roentgen treatments eight days after the biopsy. It seems to me that something 
is coming back of a much larger size. As for the acne papules, the patient said 
that she remembered having some acne lesions when she was younger, but then 
none developed into keloids. 

Dr. E. M. Stanpisu, Hartford, Conn.: One could not expect the roentgen 
treatment to prevent the development of keloids. The keloid must be present for 
roentgen or radium treatment to have effect. I understand that when a cicatrix 
is healing and the keloid has a tendency to return, roentgen rays stop any further 
growth, and the scar will return to normal. Such treatment should be used 
when the keloid shows either microscopically or macroscopically. 

Dr. A. Marin, Montreal, Canada: At the June, 1931, meeting of the French 
dermatologists in Strassburg it was stated that the best results in such cases are 
obtained by excision, followed immediately by extensive roentgen therapy. 

Dr. E. F. Traus, New York: The explanation is correct, but this keloidal 
tendency of certain portions of a patient’s skin and the occasional failure of 
keloids to develop on other areas, such as the site of a laparotomy wound, has 
been observed before. Before undertaking a cutting procedure on a_patient’s 
face, neck or chest, we have frequently inquired as to whether wounds elsewhere 
on the body have healed well. Nevertheless, even if a keloid has not developed 
before, this is no assurance that one might not develop on a new _ location. 
Probably many factors come into play, but the promptness with which a wound 
heals is certainly an important one. The discussion of the treatment interested 
me very much. I have tried to prevent the occurrence of keloids by using irradia- 
tion at various times before the excision of a lesion, but more commonly for 
varying periods thereafter. This has certainly helped in many cases, but there 
have also been a number of patients in whom the return of keloids could not 
be entirely prevented by any procedure. 


Dr. J. G. DowninG, Boston: It was only yesterday that I saw a patient, 
who had received exactly the same treatment with the recurrence of a keloid 
even larger than before (desiccation and roentgen treatment were used). 


CAROTINEMIA. Dr. A. MARIN, Montreal, Canada. 


M., aged 20, was advised twenty months before presentation to adhere to a 
vegetable diet, and had eaten carrots twice a day since then. About four or five 
months ago, a faint yellow coloration of the palms and soles was noticed. The 
presence of carotene pigment in the serum was demonstrated. 
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LapiAL ELepHANTIASIS. Dr. A. MaRIN, Montreal, Canada. 


A man, aged 41, noticed the onset of the present condition four years before. 
toth lips were considerably enlarged to at least five times the normal size. The 
inner surface of the upper lip showed fungoid tumor-like formations. The Wasser- 
mann test and a biopsy had been performed. 


DISCUSSION 

Dr. F. D. WetpMAN, Philadelphia: Are any more details available as to the 
history of the teeth? Did they fall out subsequent to the elephantiasis or were 
they removed, or did disease of the teeth antedate the condition. The gums have 
atrophied, and I think that perhaps the condition is incident to atrophy of the 
alveolar processes and may have had something to do with the development of 
the elephantiasis by interfering with lymphatic drainage from the lips. This 
course of events would be analogous to what is seen in elephantiasis nostras. This 
patient exhibits a truly remarkable grade of macrocheilia; if we are justified 
in speaking of “fish-skin” men and “alligator-skin” men, as in ichthyosis, this 
patient merits the name “hippopotamus mouth” man. His edentulism adds to this 
effect. 

Dr. A. MARIN, Montreal, Canada: I saw this patient only three days before 
presentation. He told me that he had had his teeth removed twelve years before 
and that the bulging of the lips started four years before; there were, therefore, 
eight years between the extraction of the teeth and the bulging of the lips. The 
Wassermann reaction was + + ++; biopsy also showed perivascular syphilitic 
infiltration. The patient might indeed be called a hippopotamus-faced man. 

Dr. J. B. DowntNnG, Boston: I have seen a somewhat similar case in a man 
who was sent to me from the urologic service. He had received twenty treatments 
of neoarsphenamine, without any improvement in the elephantiasis of the lip, and 
he had a + +++ Wassermann reaction. After increased doses of neoarsphen- 
amine and bismuth, the elephantiasis was reduced considerably. 

Dr. Morton Situ, Boston: I feel certain that I have seen conditions of 
this sort with positive Wassermann reactions of the blood. In the majority of 
the cases of elephantiasis of the lip that I have seen in which syphilis may have 
been the cause of the condition, the histologic structure of the elephantiasis has 
prevented marked, if any, response to the antisyphilitic treatment. 

Dr. A. Marin, Montreal, Canada: It was on account of the biopsy that we 
thought of a possible syphilitic process. 

Dr. P. A. O’LEarRy, Rochester, Minn.: I agree with Dr. Smith and Dr. 
Downing, the edema of the lip may be secondary to a syphilitic involvement of 
the adjacent lymphatic system, but I do not believe that the presenter is justified 
in attributing the edema per se to syphilis. It is quite possible that a streptococcic 
lymphangitis or recurring angioneurotic edema would produce the same picture, 
when superimposed on the syphilitic obstructive process in the lymphatic system. 
Edema of the genitalia following shortly after the involution of a penile chancre 
with bubo is of the same nature. Injections of hot water into the edematous 
area will frequently reduce the edema permanently by obliterating the lymphatics. 
Antisyphilitic treatment seldom if ever offers any improvement. 


TRICHOSTASIS SPINULOSA. Dr. J. F. BurcGess, Montreal, Canada. 


S. T., a man aged 58, presented numerous comedone-like, symmetrical lesions 
over the forehead, scalp, chest and back. The duration of the disease was unknown. 
The lesions were demonstrated under the microscope, and showed multiple lanugo 
hairs coming from each follicle. Transverse sections were shown of the specimen 
of skin taken from the nape of the neck. Examination of serial sections in this 
case seemed to substantiate the claim that there were numerous hair roots that 
opened into each follicle and so projected parallel hairs as they grew up in the 
follicle. The condition has to be looked on as a nevoid development affecting 
the lanugo hairs only on the body. (This case was reported in full in Arcu. 
DeERMAT. & Sypu. 25:40 [Jan.] 1931.) 
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DISCUSSION 


Dr J. F. Burcess: I look on this condition as more or less of an abnormal 
development of the lanugo hair. I recently saw a young girl aged 16 on account 
of a small patch of alopecia areata. Practically over the entire scalp three or 
four, usually four, hairs, coarse and fair in color, emerged from each follicle 
I have never seen such a generalized uniform condition of the scalp before. <A 
similar condition, then, existed in this girl and the patient presented; in the 
latter case the lanugo hairs were involved, in the former, the normally coarse hairs, 

Dr. L. P. Ereaux, Montreal, Canada: I had a somewhat similar case in 
a patient following childbirth in whom alopecia areata developed. I found, as 
did Dr. Burgess, that from each follicle hair was growing in two or three shafts, 

Dr. F. D. Wetpman, Philadelphia: Do these hairs extend to any noticeable 
distance above the skin? It is my impression that they are rather difficult t 
see with the naked eye. Was this condition diagnosed clinically, or is the diagnosis 
based on the histologic appearance? It is normal in man, for two or three hairs 
to appear in one follicle; in the lower animals (the guinea-pig) it is common 
to find goodly numbers in a single follicle. There is a phylogenetic slant t 
these cases. 

Dr. J. F. BurGess: One can see these hairs with a magnifying glass or with 
the naked eye, and particularly on the back of the neck it is easy to distinguish 
that there are many hairs emerging from the follicles. It is my impression that 
the condition has been more marked than it was today. The hairs are very 
short, rising about one sixteenth of an inch (0.03 cm.) above the surface of 
the skin. 


PSORIASIS OF THE NaAtts vs. Tinea, Dr. J. F. BurGess, Montreal, Canada 


Baby T., aged 9 months, first seen two weeks before presentation presented 
an infection of the nails of each hand, with much destruction of the nail tissue 
and pitting on the proximal surface of some of the nails. Examination for fungus 
from scrapings was negative on one occasion only. 


The case was presented for diagnosis and views as to treatment. 


DISCUSSION 


Dr. J. H. Swartz, Boston: I think that the color of one nail and the growth 


there favored the diagnosis of favus. Has the patient’s family been examined 


for favus 

Dr. J. F. BurGess: There is no history of any possible contact with favus 
or ringworm, and results of examinations were negative for fungus. 

Dr. Howarp Fox, New York: I think that this child is very young to have 
psoriasis, and I believe that either ringworm or favus of the nails would be the 
more probable diagnosis. 

Dr. E. J. Trow, Toronto, Canada: I agree with the diagnosis of ringworm, 
and suggest that the nail be evulsed with the hope of obtaining a complete cure 

Dr. C. G. LANE, Boston The involvement of one nail suggests a fungus 
infection of some sort. At the same time the involvement of other nails, with the 
pitting, which is rather obvious, and the fact that several nails are concerned 
point toward a diagnosis of psoriasis rather than of ringworm. Studies of 
cultures may be of some help. 

Dr. F. D. Wetpman, Philadelphia: The diagnosis of either tinea or psoriasis 
would qualify clinically, but I favor the diagnosis of psoriasis. I have had some 
bitter experiences with these borderline cases in adults; in two that I recall the 
later course proved that the condition was psoriasis. Examination for fungus was 
entirely unsuccessful, but I did obtain Sarcina on culture, which has been claimed 
in some quarters to be the cause of psoriasis. 
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ScHAMBERG’S Disease. Dr. J. F. Burcess, Montreal, Canada. 


leffries, aged 50, in September had an acute eruption on the thighs; he was 
ceen for the first time in November. At that time he showed a very inflammatory 
eruption of the inner aspect of the thighs, behind the knees, which was made 
up of eczematous erythematous areas of a bright red with many apparently acutely 
dilated vessels on the surface and some evidence of acute purpura. At the same 
time, on the legs there were brownish patches which seemed to show some 
atrophy on their surface. 

Examination of the blood showed a disturbed sugar tolerance and delayed 
assimilation, and at the same time uric acid of 4.87 mg. per hundred cubic centi- 
meters. Tests for blood sugar showed: 0.143, 192, 238, 113 and 111 mg. He 
was given a diet low in fat and purin and restricted in sugar. Since that time 
the condition had progressively improved, and the acute phase of the eruption 
had now subsided. 


DISCUSSION 


Dr. Howarp Fox, New York: I favor the diagnosis of Majocchi’s disease. 
Schamberg’s progressive dermatitis lasts for years, whereas this eruption has 
existed for only a few months. 

Dr. E. F. Traus, New York: This type of lesion on the legs in a person 
past middle lite always suggests to me the condition that may or may not be 
properly named dermatitis hemostatica vasculare. This condition is seen on the 
legs with great frequency in all our clinics, especially in patients who have any 
vascular disturbance, such as_ varicosities, or who are much on their feet. 
Schamberg’s disease is not a very distinct clinical entity, and, as the condition 
is so rare, there may be a great deal of variance, but I do not believe that the 
present picture should be confused with this disease. 

Dr. F. D. WetpMman, Philadelphia: If there was an increased cholesterol 
content of the blood in this case, it might be of help in the diagnosis. Dr. 
Schamberg told me personally that he had found it in some of his cases. 


\ Case ror DraGnosis. J. F. BurGess, Montreal, Canada. 


Mrs. S., aged 64, was first seen on May 1, 1931, with an eruption on the face. 
limbs, and feet and discoloration about the knees and thighs. She showed 
a widespread livedo-like erythema on both breasts, over the buttocks, the anterior 
aspect of the knees and thighs and the legs. This had been fairly stationary, 
was not evanescent and had not given rise to any irritation. In addition to 
this, over the anterior aspect of the legs and over the ankles there were infiltrated 
shiny plaques; a large plaque over the right ankle had a curious bony hardness 


and was scaly and irritable. The Wassermann reaction was negative. The basal 
metabolic rate was + 9. The urea nitrogen, 20 mg. and the creatinine, 1.66 mg. 
(he sugar tolerance was greatly disturbed. Roentgenograms of the gastro- 


intestinal were negative, and sections were shown of the area of the anterior 
aspect of the thigh and also one of the hard plaques on the leg. 
lhe case was presented for diagnosis. 


DISCUSSION 

Dr. E. F. Traus, New York: There are a number of unusual features about 
this case; nevertheless, the diagnosis of acrodermatitis chronica atrophicans will 
probably prove to be correct. Nodular lesions, such as are seen in this patient, 
were considered an essential part of this disease in Herxheimer’s early description 
the disorder in 1905. Yellowish nodules too, presenting the picture of 
nyloidosis, have been reported by Kennedy in a typical case. We have recently 
een a number of cases with nodules at the New York Academy of Medicine. | 
have followed a patient for many years with quite a typical case of acrodermatitis 
ronica atrophicans, who presented two types of nodular lesions. The smaller 
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Fig. 1—Photograph of Mrs. S. showing symmetrical involvement of the skin 
of the buttocks. 


» t 


Fig. 2.-Photograph of same patient showing marked symmetrical involvement 
of the thighs and knees and infiltrative lesions on the legs and ankles. 
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Fig. 3.—Section through an area above the knee (Mrs. S.), showing marked 
atrophy of the epidermis, a lymphocytic and plasma cell infiltration about the dilated 
vessels in the upper layers of corium, and larger, permanently dilated vessels 
deeper in the true skin. The collagen fibers stain poorly, and the elastic tissue 
fibers are clumped in the deeper layer. 


Fig. 4.—Section through a nodule on the anterior part of the skin, showing 


bandlike lymphocytic infiltration beneath the epidermis, hyperkeratosis and general 


trophy of the malpighian layer 
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nodules were very hard, almost cartilaginous, and were found over the tips of 1 
elbows, the backs of the hand and about the joints of the fingers. The oth 
were really large enough to be called tumors, had a very soft consistency, wet 
found at many and various areas on the body, and disappeared promptly under 
treatment with filtered roentgen rays. A number of different sections examined 
at various times resulted first in the diagnosis of mycosis fungoides, and later j 
one of leukemia cutis. Several pathologists examined the sections, and the diag 
noses were given with a question mark, as apparently the structure was not 
absolutely diagnostic. The small hard nodular lesions consisted largely of fibrous 
tissue 

Dr. F. D. WetpMman, Philadelphia: The idea of nodules is new to me in this 
disease. Acrodermatitis atrophicans was originally an atrophic process, and now 
we have a further development in the form of nodules. The characteristics of 
these nodules impressed me grossly as though they were composed of cells of 
the endothelioid series, but under the microscope they are found to be solid masses 
of small round cells. If there had been more evidence of endothelial hyperplasia, 
both in the blood and in the lymph vessels, I should think that this might have 
some association with Kaposi's disease, in which, likewise, there are telangiectatic 
areas and infiltration. 

Dr. Howarp Fox, New York In agreement with Dr. Traub, | should 
say that | have seen a number of cases of acrodermatitis atrophicans with nodular 
lesions. As I recall them, they were smaller, as a rule, than the ones in this case 


Dermatitis Neurotica. Dr. J. F. BurGess, Montreal, Canada. 


Elsie R., aged 16, showed a pigmented and inflammatory eruption on the arms, 
chest and face which was linear in type; the recent lesions were apparently du 
to erosions There was a history of six months’ duration. The neurologi 
report had not vet been obtained 


DISCUSSION 


Dr. W. R. JArrReY, Hamilton, Canada I should like to ask Dr. Burgess 
whether or not this patient showed any stigmas of hysteria, i. e., diminution of 
corneal retlex or loss of pharyngeal reflex. 

Dr. J. F. Burcess I have seen this patient only once; I referred her t 
the neurologic service for a report; one has not yet been received 

Dr. J. G. Down1neG, Boston: I have had a similar patient, a woman ot 34 
with the mentality of a child of 8. She was brought to me by her mother tor 
treatment of a dermatitis. For want of any other idea, I suggested that she 
cover the areas with small amounts of sulphur mixed with lard to prevent 
scratching. I was surprised to have her mother return in a couple of weeks 
and say that the treatment had cured her. There was no evidence or history ot 
scabies 

Dr. Howarp Fox, New York: The appearance of this eruption corresponds 
with my idea of neurotic excoriations. The lesions are self-inflicted but not 
with deliberate intent. They are not the type of destructive lesion that 1s seet 
at times in women with well marked stigmas of hysteria 


Dr. J. F. Bure | agree with this conception 


Lupus Vuncaris with BEGINNING ELEPHANTIASIS Dk, McGoveERN 
Montreal, Canada 


Miss M.. aged 28, a French-Canadian, had a condition of the skin that had 


started ten vears before presentation as a small red patch over the upper part 
of the right arm. The father had died at the age of 68 of angina pectoris 
lhe mother was alive, but sickly. Four other members of the family were 
sickly, weak and thin, but they had no definite disease. The patient’s earl) 


history was irrelevant The eruption remained more or tess localized for about 
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three years and then became scaly and itchy. At presentation the condition 
had spread over the shoulders and the left arm and leg. There had been ulcera- 
tion of the lesions at times. Physical examination gave negative results, except 
for a small mass in the right breast. Roentgenograms of the lungs showed 
calcified lymph nodes, bronchial and peribronchial thickening, with evidence of 
previous low-grade infections. Clinical examination of the lungs revealed pro- 
longed expiratory sound over both apexes, indicative of adhesions. (There was 
no clinical evidence of any recent pulmonary lesion.) Urinalysis was negative. 
The basal metabolic rate was minus 26. The blood sugar was 0.120 per cent. 
Examination of the blood revealed: red blood cells, 5,240,000; white blood cells, 
7,000; hemoglobin, 88 per cent; polymorphonuclears, 61 per cent; lymphocytes, 
38 per cent, and monocytes, 1 per cent. The Pirquet reaction was + + +, both 
local and general. The house surgeon reported that it was the most marked 
of about forty cases. 

The patient was in the Montreal General Hospital from April to July, 1931, 
with her knee partly ankylosed, tender and swollen. The knee was incised and 
drained, and at presentation there was still a discharge. The menses were regular. 
Generalized treatments with the quartz lamp were given, and the patient left the 
hospital with the cutaneous condition improved. 

Microscopic examination of sections showed marked hypertrophy of the 
epidermis and marked hyperkeratosis. The papillary zone was diffusely infiltrated 
with lymphocytes and large mondnuclears, pale cells with vesicular nuclei and 
a few eosinophils. This exudate extended irregularly throughout the rest of 
the skin, following especially the sweat gland ducts and acini. In the inflam- 
matory area there was dilatation of the lymph and blood vessels. Throughout 
the inflammatory area there were great numbers of nodular collections of the 
large mononuclear cells into typical tubercles, many of which contained multi- 
nucleated giant cells of the Langhan’s type. One of these cells was large and 
contained a great number of peripherally placed nuclei surrounding a_ finely 
granular eosinophilic mass. The others were all more or less of the same structure, 
hut varied in size and number of nuclei. 


DISCUSSION 





Dre. A. M. GrReENwoop, Boston: In our part of the country we see very 
little lupus vulgaris compared with the number of cases you see here. 

Dr. P. Burnett, Montreal, Canada: We do not see a great many cases, 
but we see a good many of the same cases very often. 

Dr. J. F. BurcGess, Montreal, Canada: I think that the condition is not 
uncommon here. I regret that the sections in this case have unfortunately been 
mislaid. They showed frank tuberculosis. 

Dr. W. R. Jarrrey, Hamilton, Canada: I think that there is more lupus 
vulgaris in Quebec than in Ontario, where it has about the same percentage of 
occurrence as in the United States. 








Montreal, Canada. 





Eczema. Dr. BURGESS, 


| I 


T. G., a man, had had an eruption on the face for seven years. It apparently 
started about the time he began to work as a chemist in a filling station, where 
he came into contact with gasoline, etc. For seven years there had been practically 
no cessation of the eruption. He had been treated by numerous measures during 
that time. He was taken to the hospital in September, at which time the follow- 
ing findings were elicited: 1. No definite history of external irritation could be 
obtained. 2. The basal metabolic rate had reached from minus 30 to minus 15 
on numerous occasions. 3. Pathologic traces of lead had been found in the urine 
on two occasions (in November). 

The condition improved a good deal while the patient was in the hospital 
ifter injections of sodium thiosulphate. Thyroid therapy without any other 
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medication failed to give improvement. After the patient left the hospital thy 
condition recurred. Food tests were negative, with a possible + — reaction t 
potato. The tonsils were diseased and were to be removed. 


The case was presented to obtain opinion on the causation and treatment 


DISCUSSION 


Dr. E. F. Traus, New York: This case, to my mind, was one of the most 
interesting of those presented. The patient, too, is of the type we all see most 
frequently and in whom we have the greatest difficulty in running down the exact 
cause of the trouble. This patient has been tested for foods, with a doubtful 
reaction to potato. I doubt, however, that there is much significance to this 
point, as he is an adult, and the eruption has been present off and on for only 
seven years. <A sensitivity to food would probably have resulted in trouble, and 
would have been discovered before this. Lead was found in the urine, and may 
play an important role in the condition. We have found many patients suffering 
from eczema in whom an increased metal retention, such as of arsenic or lead, 
was either the sole cause of the disorder or, at least, a very important factor, 
and had to be eliminated before a cure could be obtained. The patient was 
employed in a gasoline station, where, of course, he was exposed to lead. The 
eruption was limited to the face and the exposed parts, which would seem to 
indicate that, in addition to an internal factor, there was a marked external 
factor at work in this case also. However, the patient stated that even when 
he was away from his present work, the eruption did not entirely disappear. 
These cases must be carefully studied and followed over long periods of time 
before a final conclusion may be reached. 

Dr. E. J. Trow, Toronto, Canada: The patient’s history was fairly clear 
that the beginning of the eruption coincided with his working with brass dust. 
I had a somewhat similar case in which the final history was extraordinary. 
My patient, a woman, had to go to the hospital to have her appendix removed, 


and following the operation there was a complete disappearance of the eczema 
for many years. 


Dr. W. R. JAFrrey, Hamilton, Canada: Has hematoporphyrin been looked 
for in this case? 


Dr. J. F. Buress, Montreal, Canada: No, it has not. 


Livepo Reticucaris. Dr. J. F. BurGcess, Montreal, Canada. 


Mrs. M., aged 45 years, presented on both legs, above and just below the 
knee, a mottled pigmentation of two months’ duration. There was no history 
of exposure to fire. An unsuccessful attempt was made to reproduce this mottling 
elsewhere on the body by exposure to ultraviolet rays. 


Pathologic report on a section noted a moderate round cell infiltrate in the 
upper cutis, associated with dilatation of the blood vessels. These vessels in 
places were engorged with blood. No endophlebitis of the deeper vessels could 
be made out. 

DISCUSSION 

Dr. F. D. Wetpman, Philadelphia: I think that this case had more the 
appearance of an erythema ab igne. The patient told me she had lived in a 
very cold house and that she sometimes took a hot water bottle to bed with her. 
I think that the lesion is too high up and restricted for ordinary livedo reticularis. 


Dr. E. J. Trow, Toronto, Canada: A similar picture appeared in a patient 
following an intermuscular injection of bismuth, with hemorrhage and extrav- 
asation of blood, and I wondered if trauma might possibly have been responsible 
for the lesions in the patient presented. 
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\nGIoMA CAVERNOSUM. Dkr. B. Usner, Montreal, Canada. 


\ girl, aged 14, presented an angioma involving the whole of the left side 
of the neck and shoulder. She had received treatment with carbon dioxide for 
the year preceding presentation. She was presented for suggestions as to therapy. 


DISCUSSION 

Dr. F. S. Burns, Boston: Both the patient and her mother were impressed 
with the excellence of the treatment. I had the impression that possibly a round 
block of carbon dioxide snow had been used. If a square block were used, the 
margins indicated by the application might be more accurately approximated and 
leave less of an intervening area. In treating patients with similar cases I 
have found it of some advantage to do that. 

Dr. F. D. WetpMan, Philadelphia: The zosteriform process stopped pre- 
cisely at the midline of the back. Professor Masson of your city has done a 
lot of work in connection with such tumors, and particularly with endotheliomas 
and angiomas. His “globus” tumor, which has gained a definite place in pathologic 
history, consists of such tissues, plus muscle and nerve. This patient’s condition 
is particularly in line with Professor Masson’s work, because he regards even 
pigmented nevi as derivations of nerve fibers, which, of course, is in harmony 
with the zosteriform distribution in this patient. 

Dr. P. A, O'Leary, Rochester, Minn.: Have any of the members treated 
angiomas of this type with injection such as is used in the treatment of varicose 
veins? I have observed a satisfactory result from the use of quinine ethyl 
carbonate. However, I do not believe that this patient is a good candidate for 
this form of therapy, because of the extent of the involvement. 

Dr. J. G. Down1nG, Boston: I read an article in a German journal describing 
the use of the sclerosing solutions in angioma cavernosum, with very successful 
results. My patient had one of these lesions over the left malleolus. According 
to the described technic, I injected the solution subcutaneously, but unfortunately 
I injected a little too much, and got a beautiful reaction that took about eight 
months to heal. However, the end-result was a smooth, white scar. 


STEATOCYSTOMA MULTIPLEX. Dr. B. Usuer, Montreal, Canada. 


Miss V. K., aged 34, presented an eruption on the body, of small nodules the 
size of a split pea, the color of the normal skin, some with a bluish tinge and 
others with a yellowish cast, of six years’ duration. They were present over 
the pubis, the lower part of the abdomen, the thighs, and very diffusely over 
the groin, with scattered isolated lesions over the trunk. 

Examination of sections revealed a picture identical with that described by 
Ormsby and Finnerud as steatocystoma multiplex (ArcH. Dermat. & Sypu. 
22:822 [Nov.] 1930). Large dilated cysts were present in the corium, lined by 
from two to four layers of cells, which, proximally, appeared to be connected 
with the hair follicle. At its base was to be seen a partially atrophied sebaceous 
gland. Further investigations were being carried out. There was no discussion. 


FoLLIcuLiITis DECALVANS OR Postravic ScLEROstis. Dr. B. USHER, Montreal, 

Canada. 

A. P., a woman, aged 24, presented a condition of the scalp that dated back 
to childhood. There was considerable involvement of the scalp with atrophy 
and some thickening. At the borders of the sclerosing regions an occasional 
perifollicular pustule could be seen. There was loss of hair over the diseased 
area. There was a history of crusts from the age of 2 to 18. 

Microscopic examination of the hair revealed no evidence of disease. Examina- 
tion of a section from the scalp showed essentially follicular involvement. There 
was marked hyperkeratosis involving especially the openings of the hair follicles 
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and extending deeply within. There was dilatation of the vessels with perivascular 
round cell infiltrate. There was considerable atrophy of the hair follicles and 
sebaceous glands, with little change in the sweat glands. There were also an 
increase in the collagen and some replacement by fibrous tissue. 


DISCUSSION 
Dr. F. S. Burns, Boston: The atrophy was diffuse and not in small areas, 
as is usually seen in folliculitis decalvans. Incidentally, I should like to ask 
about the frequency with which favus is seen indigenously in this province. Two 
years ago, a carpenter, who was working for me in Quebec, asked me if I would 
see his wife and three daughters. The wife had extensive atrophy of the scalp. 
The three daughters showed similar but less extensive destruction and also 
active favic lesions. They were French-Canadians and apparently had suffered 
from the disease for years. In Massachusetts, almost all of the patients with 
favus who are seen come from eastern Europe and elsewhere, and the condition 
is rarely seen among our older population. 


Dr. B. Usner: The condition is seen here fairly frequently. Most of the 
local patients come from the Gaspe district. 


EpIpERMOLYSIS BuLLOSA? Dr. B. USHER, Montreal, Canada. 


Miss E. M., aged 15, presented an atrophy of the skin of the middle third 
of both legs, the region of both knees and elbows and the posterior aspects of 
both forearms. Numerous lesions were also present on the forehead. The con- 
dition was first noted in early infancy. She stated that she had always bruised 
easily and that the bruises would be followed by atrophy. There was no history 
of the formation of blisters. Physical examination gave entirely negative results. 
The Pirquet reaction was weakly positive. Examination of the blood showed it 
to be normal. The sugar tolerance test showed disturbed tolerance and markedly 
delayed assimilation. The basal metabolic rate was minus 5. Roentgenograms 
showed the pituitary region, the lungs and the bones to be normal. Chemical 
analysis of the blood was also negative. Slides of the skin were shown. 


DISCUSSION 


Dr. W. P. BoarpMan, Boston: I think that the patient is very nervous 
and that several of the lesions look as if they had been self-inflicted. 

Dr. F. D. Werpman, Philadelphia: What was the original appearance of 
these lesions? Some of them now look like contusions; maybe the patient’s skin 
is of the type that bruises readily, and she enjoys the attention she can arouse 
in this way. I saw such a case in which the lesions resembled erythema nodosum. 
Excision, incisions and cultures were practiced without getting anywhere as to 
etiology. The patient was hospitalized, fixed dressings were applied, and no 
more lesions appeared. 

Dr. J. F. BurGess, Montreal, Canada: The skin over the entire body was 
“doughy” on palpation and altogether was rather extraordinary. 


RayNAuUD’s Disease? Dr. B. UsnHer, Montreal, Canada. 


H., a man, aged 28, had presented for the two years preceding presentation 
a marked burning sensation of the feet with excessive perspiration. These 
symptoms were constant, with exacerbation at night. He stated that the color 
of the skin varied from a deep bluish tinge to almost white. The color changes 
were not accompanied by any alteration in the symptoms. On examination, the 
patient presented a cyanotic hue of the toes and of the proximal half and heels 
of the plantar surface. The insteps alone were the color of normal skin. A 
moderate degree of maceration was present between the toes. Microscopic exami- 
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nation of scales taken from between the toes revealed no fungus. Bismuth subnitrate 
in 10 grain (0.65 Gm.) doses, three times a day, markedly improved the patient's 
symptoms. 

Note.—The patient was again observed on Jan. 30, 1932. Both symptomatically 
and objectively, the patient showed marked improvement. 


DISCUSSION 
Dr. W. R. JAFFREY, Hamilton, Canada: I suggest that this is probably just 
a case of “sweaty feet.” 


AcROMIA POSTPARASITARIA. Dr. B. Usner, Montreal, Canada. 


Mrs. H. W., aged 35, presented numerous white spots over the shoulders, the 
back and the sternum, where she had been exposed to the sun during the summer. 
Microscopic examination of scales presented Microsporon furfur. 

The patient's daughter showed a similar eruption. Microscopic examination 
was made for Microsporon furfur. 

L. B., aged 17, presented about the shoulders, chest and back numerous 
apparently depigmented spots which had appeared within two or three months 
preceding presentation. Scrapings revealed Microsporon furfur. 

Jack S., aged 20, presented a similar condition to those described — apparently 
depigmented spots over the chest and neck. Microscopic examination was positive 
for Microsporon furfur. 

The cases were not discussed. 


Utcus VutvagE. Dr. P. BuRNeEttT, Montreal, Canada. 


A woman, aged 30, complained of ulceration of the vulva which had developed 
in September, 1931, and had rapidly spread posteriorly, leaving an ulcerated and 
bleeding surface covered by a foul exudate. 

The patient had been married for four and one-half years. Her past health 
had been good. The menstrual history showed a cycle of twenty-five days with 
a five day flow and dysmenorrhea. There was no leukorrhea. The pelvic organs 
were normal. 

The patient had had a similar condition from June to September, 1928, when 
on admission to the hospital, she was cured by cauterization of the ulcer, with 
resulting healing that continued until September, 1931. 

The Wassermann reaction of the blood was negative, as was that of her 
husband. 

The blood sugar was raised beyond the upper limit with definite findings of 
impaired sugar tolerance. Urinalysis was negative for albumin and for dextrose. 

Therapy included a diet restricted in carbohydrate, currettage of the ulcer 
and the application of the Kromayer lamp locally. 

Slides were shown. 

DISCUSSION 

Dr. E. F. Traus, New York: Has this patient been given the usual pro- 
vocative tests for syphilis ? 

Dr. A. M. Greenwoop, Boston: I should like to refer cases of symbiosis 
of an anaerobic streptococcus and a staphylococcus recently reported. This con- 
dition was reported by Meleney in the Annals of Surgery (Bacterial Synergism 
in Disease Processes with Confirmation of Synergistic Bacterial Etiology of 
Certain Type of Progressive Gangrene of Abdominal Wall, 94:961 [Dec.] 1931). 
\ case recently seen at the Massachusetts General Hospital bore a distinct 
resemblance to the condition present in this patient. 

Dr. Howarp Fox, New York: I suggest that search be made for Donovan 

dies, with the possibility of the case being one of granuloma inguinale. 
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Dr. P. A. O’LeEary, Rochester, N. Y.: Ulcus vulvae acutum is a benign 
disease of the female genitalia, possibly due to bacillus crassus, as described by 
Lipschiitz. The use of mild antiseptics as a rule readily heals the lesions. This 
patient presents a more troublesome disease than ulcus vulvae acutum, because it 
is persistent, painful and subject to frequent recurrences, is associated with oral 
lesions and frequently with mild systemic symptoms. I believe that the term 
recurring stomatitis and vulvitis is warranted if for no other reason than to 
distinguish the condition from ulcus vulvae acutum. The etiology of recurring 
stomatitis and vulvitis is unknown, although frequent cultures and animal inocula- 
tions have been done; the relationship to a herpetic type of involvement as well 
as to food allergy has also been advanced. The destructive character of the 
lesions, the marked discomfort, the distribution and persistence lead me to believe 
that recurring stomatitis and vulvitis is a systemic infection with local mani- 
festations. 

Dr. W. MacDona.p, Boston: I suggest that bacteriophage be applied con- 
tinuously as wet dressings and that it also be administered subcutaneously. 


Dr. M. J. Morrissey, Hartford, Conn.: In connection with the obscure 
causation in this case of ulcus vulvae, I should like to ask what the blood picture 
is and to mention two cases of that rather rare disease, agranulocytosis angina, 
in which the initial oral lesions were followed some weeks later by deep ulcerations 
far removed from them; in one case the rectum was involved, while in the other 
the ulcerative process attacked the perirectal tissues. Diagnosis in these cases 
baffled many of my colleagues to whom they were shown, and was only cleared 
up many weeks later when a blood picture showed the real cause of the disease. 
It is possible that secondary ulcerations may occur on the vulvae as well as 
on other parts of the body in agranulocytosis angina. 


PIGMENTATION (CHLOASMA)? CHEEK AND Nose. Dr. P. BuRNEtTT, Montreal, 
Canada. 


A man, aged 39, an Italian by birth, employed as a locomotive engineer had 
had a brownish staining on the cheeks and on the tip of the nose for the preceding 
four months. There had been a brownish streak on the left forearm for two 
months, following an outbreak of blisters. The patient gave no history of taking 
drugs, and the results of physical examination were negative. 

Examination of the blood revealed: red blood cells, 4,500,000; white blood 
cells, 7,200, and hemoglobin, 90 per cent. The differential count gave negative 
results, and the Wassermann reaction was negative. 


DISCUSSION 

Dr. P. A. O’LEaArRy, Rochester, Minn.: I favor a diagnosis of lupus 
erythematosis of the superficial pigmented type. 

Dr. J. G. Downtnc, Boston: The patient tells me that he has used various 
massage creams and cosmetics over a long period; there might be some con- 
nection between the facial pigmentation and the ingredients entering into the 
‘ composition of these preparations. 


SYPHILOMA OF THE Nose. Dr. P. BurNeEtT, Montreal, Canada. 


A woman, aged 55, presented an erythematous crusted swelling of the nose 
and lip. The onset of the condition occurred in January, 1930, as a pimple. 
She had used iodex ointment and iodine. 

The patient was the mother of five children who were alive and well. Her 
last child, born prematurely, died within twenty-four hours. She had not lived 
with her husband for twenty years. He was alive, but “old and shaky.” 

One child who was married had nine children. Another married child had 
no children. 
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The patient gave a history of erysipelas in March, 1930. 

There were no neurologic findings on physical examination. The Wasser- 
mann reaction of the blood was +++ (+). Examination of the cerebrospinal 
fluid showed: cells, 6, Wassermann reaction +; Pandy test, negative, and Lange 
test, negative. 

DISCUSSLON 

Dr. E. J. Trow, Toronto, Canada: I have been impressed by the fact that in 
the more northern portion of this continent many lesions of the nose are found 
in which it is extremely difficult to differentiate between lupus and syphilid; 
such conditions occur on a portion of the body that has either been frozen or 
repeatedly subjected to cold. These lesions, when syphilitic, yield only slowly 
to treatment with mercury and iodides. 

Dr. L. P. Ereaux, Montreal, Canada: This patient was treated with the 
Kromayer lamp, but failed to show any improvement. The Wassermann test, 
made at a later date, showed a markedly positive reaction. 


Lupus VutGaris Nose AND ParatTe. Dr. L. P. Ereaux, Montreal, Canada. 


A man, aged fifty-one, an Italian, presented an ulceration that had begun 
twenty years before on the inside of the left nostril; there had been progressive 
erosion, with gradual loss of the nose and extension to the turbinates and soit 
palate. Weakness, dizziness and morning cough had been present for the past year. 

The patient’s wife was alive and well. There was no history of miscarriages, 
and their one child was alive and well. The patient had been treated in several 
hospitals for syphilis. 

A roentgenogram of the chest showed fibroid tuberculosis in the apex of the 
right lung and healed tuberculin blood count in the apex of the left lung. Exami- 
nation of the blood showed normal nonprotein nitrogen, uric acid, creatinine, 
proteins, chlorides and blood sugar. The red blood cells were 4,740,000, white 
blood cells, 10,100; hemoglobin, 85 per cent. The sputum examination was nega- 
tive for the tubercle bacillus. The Wassermann reaction of the blood was 
repeatedly negative. Examination of the cerebrospinal fluid gave negative results. 
Subcutaneous injection of old tuberculin, 2 mg., gave negative results. There 
were no neurologic findings, but ‘numerous shotty cervical glands and defective 
hearing were found. Several courses of roentgen treatment had been given; the 
Kromayer lamp had been used, and the area had been painted locally with silver 
nitrate. There had been no improvement lately. 

Slides were presented. 

DISCUSSION 
Dr. E. F. Traus, New York: Without a doubt, this is a tuberculous lesion. 
The healing, however, has been remarkably fine, particularly on the lateral side 
of the wound. On the right side there is some evidence of roentgen or radium 
sequelae, and the hard nodules on that border should make one suspicious that 
at this point a malignant change is taking place. 


ECTODERMAL Derect. Dr. L. P. EreEaux, Montreal, Canada. 


\ girl, aged 17, a Canadian, had had chronic painful paronychia for five years 
preceding presentation (occupational factor). Alopecia and a defect of the nail 
had been present since birth. No one else in the family had this condition, although 
the mother had a parasitic infection of one nail bed. The alopecia involved the 
axillary and pubic regions. The growth of the eyebrows was sparse. The 
Wassermann reaction of the blood was negative. There had been no report from 
the basal metabolic test. 
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DISCUSSION 

Dr. L. P. Ereaux: This girl worked in a rayon factory, and suffered from 
chronic paronychia. 

Dr. J. G. Downinc, Boston: I should hesitate to call the condition an 
occupational disease. The patient has had very small nails ever since she was 
a little child 

Dr. P. Burnett, Montreal, Canada: The soreness started only after she 
went to work. 

Dr. L. P. Ereaux: The paronychia may have been caused by the occupa- 
tion, superimposed on the existing defect. 

Dr. J. H. BiatspeLt, Boston: The condition looks like a congenital defect. 
I have seen a similar case in a child who had no teeth, but this girl has a 
normal set of teeth. 

Dr. W. MacDonacp, Boston: I have used injections of solution of anterior 
pituitary in this type of case. If this is an endocrine disturbance of the nature 
of pituitary dysfunction, such treatment might be worth trying, and it might 
cure her. 


Two CAses oF Psoriasis Punctata. Dr. L. P. ErReEAux, Montreal, Canada. 


3oth patients gave a history of an influenzal infection preceding the attack. 
The Wassermann reaction of the blood was negative in both cases. The first was 
of two months’ duration, and the second of a month’s duration. 


DISCUSSION 


Dr. W. P. BoarpMAN, Boston: There were some flat, angular, shiny papules 


on the front of the wrists in one case which strongly resembled lichen planus. 
We have another case similar to this at the Boston City Hospital which showed 
typical psoriasis lesions, but also lesions of lichen planus in the usual places. 
In that case, however, lesions in the mouth confirmed the diagnosis of lichen planus. 





Directory of Dermatologic Societies * 


FOREIGN 


BriTIsH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


J. Frederick Burgess, President, Drummond Medical Bldg., Montreal. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Montreal. 
RoyaL Society OF MEDICINE, SECTION OF DERMATOLOGY 


President: A. M. H. Gray, 30 New Cavendish St., W. 1, London. 
Secretary: H. Thompson Barron, 53 Queen Anne St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Francis Eugene Senear, Chairman, 55 E. Washington St., Chicago. 
Harry R. Foerster, Secretary, 759 N. Milwaukee St., Milwaukee. 
Place: Milwaukee. Time: 1933. 

AMERICAN DERMATOLOGICAL ASSOCIATION 


Fred Wise, President, 200 W. 59th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: Chicago. Time: 1933. 


SECTIONAL DERMATOLOGIC SOCIETIES 

BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Lee McCarthy, President, 1835 Eye St. N. W., Washington, D. C. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Howard J. Parkhurst, President, 316 Michigan St., Toledo, Ohio. 
Robert E. Barney, Secretary, 1021 Prospect Ave., Cleveland. 
Place: Pittsburgh. Time: October, 1932. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City, Iowa. 
Robert E. Jameson, Secretary, 201 West Second St., Davenport, Iowa. 

New ENGLAND DERMATOLOGICAL SOCIETY 

Arthur M. Greenwood, President, 416 Marlboro St., Boston. 
William P. Boardman, Secretary, 388 Marlboro St., Boston. 

SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
Emmet R. Hall, Chairman, 1001 Exchange Bldg., Memphis, Tenn. 
Dudley C. Smith, Secretary, University, Va. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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STATE DERMATOLOGIC SOCIETIES 
FLORIDA SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 


Chairman for each meeting is elected from city in which meeting is held. 
Frank Wilson, Secretary, 310 Greenleai & Crosby Bldg., Jacksonville, Fla. 
Place: Jacksonville, Tampa, Miami and place of meeting of state medical society. 
Time: Quarterly. 

LovuISIANA DERMATOLOGICAL SOCIETY 


R. A. Oriol, President, 921 Canal St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 150 Baronne St., New Orleans. 
MEDICAL SOCIETY OF THE STATE OF NEw YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Herbert H. Baukus, Secretary, 925 Delaware Ave., Buffalo. 
MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SEcTION ON DERMATOLOGY 
Edward F. Corson, President, Medical Arts Bldg., Philadelphia. 
Stanley Crawford, Secretary, 200, 9th St., Pittsburgh. 
MICHIGAN STATE MEDICAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
George H. Belote, Secretary, University Hospital, Ann Arbor. 
MINNESOTA DERMATOLOGICAL SOCIETY 
N. Klein, President, 350 St. Peter St., St. Paul. 


H. N. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 
William E. Eastland, President, 117 N. Broadway, Oklahoma City. 
C. L. Brundage, Secretary, 616 Medical Arts Bldg., Oklahoma City. 
TEXAS DERMATOLOGICAL SOCIETY 


N. Riley Jackson, President, 110 W. 7th St., Austin. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


LOCAL DERMATOLOGIC SOCIETIES 

ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 

BRONX DERMATOLOGICAL SOCIETY 

Adolph Rostenberg, Chairman, 152 E. 179th St., New York. 
Theodore Rosenthal, Secretary-Treasurer, 115 W. 86th St., New York. 

BROOKLYN DERMATOLOGICAL SOCIETY 
B. B. Berkowitz, President, 225 Eastern Parkway, Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 

CuiIcaGo DERMATOLOGICAL SOCIETY 


Michael Ebert, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 





DIRECTORY 


CINCINNATI DERMATOLOGICAL SOCIETY 


H. Jerry Lavender, President, 716 Provident Bank Bldg., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Howard J. Parkhurst, President, 316 Michigan St., Toledo. 
Robert E. Barney, Secretary, 1021 Prospect Ave., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 
Emmett C. Troxell, President, 74 W. Adams Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 
Los ANGELES DERMATOLOGICAL SOCIETY 
Samuel Ayres, Jr., Chairman, 2007 Wilshire Blvd., Los Angeles. 
Louis F. X. Wilhelm, Secretary, 1401 South Hope St., Los Angeles. 
MANHATTAN DERMATOLOGIC SOCIETY 
Fred Wise, Chairman, 200 West Fifty-Ninth St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 


J. F. Burgess, President, Drummond Medical Bldg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Mon- 
treal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
A. Benson Cannon, Chairman, 371 Park Ave., New York. 
Louis Chargin, Secretary, 1 W. 85th St., New York. 
New YorK DERMATOLOGICAL SOCIETY 
George M. MacKee, President, 200 W. 59th St., New York. 
Edward R. Maloney, Secretary, 853 7th Ave., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
H. C. Sumney, Chairman, 1011 W. O. W. Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Jacob M. Schildkraut, Chairman, 170 W. State St., Trenton, N. J. 
Jacques P. Guequierre, Secretary, 1930 Chestnut St., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Claude B. Norris, Chairman, 244 Lincoln Ave., Youngstown, Ohio. 
Frederick Amshel, Secretary, 3401 5th Ave., Pittsburgh. 
Place: Pittsburgh. Time: October, 1932. 
Sr. Louts DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Charles Schoff, President, 1127, 11th St., Sacramento, Calif. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





Book Reviews 


Diagnostic et traitement des affections du quir chevelu. By R. Sabouraud. 
Paper. Price, 85 francs. Pp. 577, with 200 illustrations. Paris: Masson 
& Cie, 1932. 

As the author states, this is a practical summary of the five exhaustive mono- 
graphs which over a period of thirty years he has devoted to the disorders of 
the scalp. The book is divided into six parts, and the various diseases are taken 
up according to the time of their appearance: some diseases of the scalp in 
nurslings and infants, the diseases of the scalp of school age, disorders of the 
scalp after puberty, the diseases of the scalp of adult life, those of advanced age, 
those of very advanced years and, lastly, divers diseases of the eyebrows, eyelashes, 
the mustache, the beard, the axillae, the pubic region and the nails. 

A work on this subject by Sabouraud needs little comment but speaks for itself. 
It is, as he said, most practical and should form part of the library of every one 
interested in the scalp. The illustrations and printing are in keeping with its 
high character. 


Handbuch der Haut- und Geschlechtskrankheiten. By J. Jadassohn. 
Gonorrhoe Lymphgefasse und Lymphdriisen Blase und nieren Haut 
Auge Chirurgie Urethroskopie Fern—Komplikationen Prophylaxe. 
By G. Birnhaum, H. Boeminghaus, O. Dittrich, O. Fehr, R. Habermann, A. 
Kollmann, E. Langer, A. Morgenstern and E. Schmidt. Price, 63 marks. 
Pp. 382, with 87 colored plates. Berlin: Julius Springer, 1930. 


This volume has to do chiefly with the complications of gonorrhea. It ‘does 
not, therefore, concern dermatologists as much as the other volumes in this 
encyclopoedia, which have been reviewed in the Arcuives. A glance through the 
book, however, indicates that the various complications of gonorrhea which are 
considered are handled with the same fulness and completeness that characterized 
the work as a whole. 


Introduction to Dermatology. By Richard L. Sutton and Richard L. Sutton, 
Jr. Price, $5. Pp. 565, with 183 halftone illustrations. St. Louis: C. V. 
Mosby Company, 1932. 


This book can well be recommended to students. It is based on the senior 
author’s eighth edition of “Diseases of the Skin,” and, like the parent volume, 
it is mainly clinical. It is a condensed but comprehensive survey of dermatology, 
including the newer topics and the most recent advances in therapy, reflecting the 
happy combination of the enthusiasm of the junior author and the wide experience 


of the senior author. It is a good, sound book that should be welcomed by 
students and teachers as a practical introduction to the subject. 





